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ABSTRACT 
In recent years, in response to the socio-economic change in our society, there is an 
increase in the practice of home-based care for older adults in healthcare. As an allied 
healthcare profession, the field of music therapy also experienced an increase of demands 
in providing home-based care. While working with home-based older adults, recognizing 
the role of both professional and informal caregivers is important because these personal 
caregivers are instrumental in the overall quality of life by performing daily caretaking 
tasks for the older adults. In order to understand the challenge a home caregiver may face 
and to meet the needs of older adults, interdisciplinary professionals must conduct 
comprehensive home-based assessments and share with the interprofessional healthcare 
team in order to address a wide array of issues. This thesis includes recommendations for 
an assessment that is culturally sensitive and includes caregivers, while seeking 
information about the care recipient’s physical, cognitive, functional, and behavioral 
strengths and needs. Music therapists must approach and document the home-based 
assessment in a way that not only communicates clinically-relevant findings in written 
descriptions, but also contributes information that is aligned with the common goals of 
other professionals working with the care recipients.  
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CHAPTER 1. INTRODUCTION 
Statement of the Purpose of the Study 
 
 
The purpose of this study is to create a music therapy assessment for home-based 
music therapy practice for older adults who are cared for by personal caregivers. 
Assessment is an inexorable element of the music therapy treatment process, and there 
are specific considerations for establishing principles of music therapy assessment in a 
home-based practice that this study will cover. The purpose of this assessment as 
described in this paper is to suggest a guideline to communicate music therapy-specific 
clinical information to interdisciplinary healthcare professionals involved in the care of 
the patient. This study will also review literature related to the needs of older adults, 
caregivers, and music therapy assessment in order to establish the grounding that 
supports the assessment that is developed here. 
Scope of Literature 
 
 
Home-based clinical practice is distinguished from other healthcare practices 
because it is usually practiced at the client’s residence. In Western society, specialized 
and professional medicines are available in centralized institutions such as hospitals, 
short term centers for rehabilitation, and skilled nursing facilities. These institutions 
received governmental funding to purchase and host expensive and delicate medical 
equipment, which are needed for diagnosis and treatment. Inter-professional healthcare 
workers who are trained to operate the medical equipment and interpret data work 
together in these centralized locations to provide medical services to the clients. Clients 
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seeking professional medical help are required to leave home or relocate for an indefinite 
period of time to these institutions where they receive full medical attention and services 
covered by governmental funds, state subsidies or private insurance, since the total price 
is often beyond an individual’s ability to afford.  
In recent years, home-based clinical practice began to rise in popularity as a 
response to the large aging population in society, with the help of technologies and 
medical advancement. Advanced medical technologies have prolonged the lifespans of 
individuals, and allow medical equipment to become portable and more available to the 
general public. Diagnostic tests and specialization of healthcare industries allow various 
healthcare professionals to provide services away from the centralized institutions. 
Improved technology has resulted in faster and more efficient transportation and systems 
such as airlines and automobiles, communication such as mobile phone and wireless 
Internet connection, and devices to provide and document communication. Noting the 
government’s effort to reduce healthcare costs, and the healthcare providers’ desires to 
improve evidence-based practice by catering to individualized need of the clients, the 
attention of the recent healthcare trend for older adults has turned to home-based practice. 
Justification 
According to the American Music Therapy Association (AMTA), the scope of 
music therapy practice requires the music therapist to conduct the assessment to 
determine if treatment is warranted (American Music Therapy Association, 2015). Under 
the AMTA Standards of Clinical Practice, an assessment is required to establish an 
“individualized goal within a therapeutic relationship” (American Music Therapy 
Association, 2015). Throughout generations of music therapists, Isenberg-Grzeda (1998), 
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Loewy (2000), Magee (2005) and Munk-Madsen (2001) have developed music therapy 
assessment tools that may be applicable for various clinical populations. What these 
assessment tools have in common is that the client must travel to a location outside their 
homes to receive music therapy. However, in regard to the setting of home-based practice 
where the client does not need to leave home, there is a lack of literature supporting the 
practice outside the centralized institutions.  
Scope of the Study 
Music therapy as an allied healthcare profession is faced with the trend of 
providing home-based clinical practice to the aging population. Following the healthcare 
trend enforced by institutions and public policies, music therapists are increasingly 
required to work away from the centralized institutions in community-based centers and 
clients’ homes. However, there has been a lack of literature on music therapy assessment 
for home-based practice. By creating a music therapy assessment for home-based 
practice, this writer attempted to integrate music therapy into the existing 
multidisciplinary teamwork commonly practiced among healthcare professionals. In 
order to create a thorough assessment that identifies a client’s needs, advises a treatment 
plan, and communicates music therapy specific findings to interdisciplinary colleagues, 
this writer surveyed the trend of home-based practice in recent years, identified other 
healthcare professions that had been successful in providing homecare, surveyed their 
assessment forms and process, surveyed existing music therapy assessments, and 
combined the findings to create a comprehensive assessment for home-based music 
therapy practice. This writer attempted to address the following questions: how is home-
based music therapy practice different from institutionalized healthcare? What are the 
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challenges for home-based music therapy assessment? How do music therapists assess 
older adults and caregivers in their homes?  
Definition of Terms 
Different healthcare communities utilize a variety of languages to describe similar 
services. For the purposes of this capstone, the following terms are understood to have 
the following meanings. 
 Home-based practice, home health care (HHC)—Home care (HC), often known 
as community-based long-term care (CBLTC), home and community-based care 
(HCBC), home visits, house calls program (HCP), community living, and domiciliary-
based health care are health care services provided at the client's residence or immediate 
community. Other related key terms are place-based approach, assertive outreach, and 
service delivery. According to the American Academy of Home Care Medicine 
(AAHCM), home-based practice provides comprehensive primary medical care in the 
patient’s own home (American Academy of Home Care Medicine, 2017). Home care can 
be acute, short term and long term; it may take place between an hour a week to 24 hours/ 
7 days a week with multiple caregivers. According to Thomé, Dykes, and Hallberg 
(2003), home care is “the care provided by professionals to people in their own homes 
with the ultimate goal of not only contributing to their life quality and functional health 
status, but also to replace hospital care with care in the home for societal reasons; home 
care covered a wide range of activities, from preventive visits to end-of-life care.” Home-
based clinical practice should be differentiated from telemedicine, which according 
American Telemedicine Association (2016), “is the remote delivery of health care 
services and clinical information using telecommunications technology … internet, 
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wireless, satellite and telephone media.” Home Telehealth is a medical monitoring 
service over geographical, social, and cultural distances that focuses on the use of video 
and non-video technologies.  
 Older adults, geriatrics, elderly—Older adults are generally regarded as someone 
who is 65 or older and eligible for Medicare, according to the Centers for Disease Control 
and Prevention (2017). The World Health Organization (2002) suggested the term elderly 
be applied to persons who are 60 or 65 and older, and aged for those over 75. Merck 
Manual (2016) suggested the term geriatric for persons over 70 or 75, as this population 
needs care from gerontologists.  
Family-centered care, family caregiver, informal caregiver, professional 
caregiver—Inclusive of family members, agencies and service providers, family-centered 
care engages parents, relatives, kin, and community members in the planning, treating, 
and monitoring of clients receiving care in the form of training, in-service, and caregiver 
feedback. Family caregivers are caregivers who are also family members of the person 
receiving healthcare services. According to Levine, Halper, Peist, and Gould (2010), 
family caregivers include not only relatives but also partners, friends, neighbors, and 
others who provide or manage the care of a person with a serious illness or disability     
(p. 117). In this thesis, the writer included all of the above by the location of the service 
provided, which is at home.  
Assessment—Assessment is about “understanding,” per Hughes in her 1993 
writing of a model for the comprehensive assessment for older adults and their carers. 
“Not only involves the recognition of a problem or issues, and the ability to identify and 
collect all the relevant information from a variety of sources, assessment also involves 
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making sense of that information.” The information about an individual has to be 
interpreted in the context of current “knowledge, theory, ideas, and common practice 
which is relevant to the characteristics of that individual and his or her situation” 
(Hughes, 1993).  
The process of assessment requires of the practitioners the ability to apply a range 
of knowledge and theory, to formulate information in the light of knowledge and 
theory, to summarize, prioritize, analyze, make predictions, and to exercise the 
professional judgements necessary to balance competing imperatives and to 
assess risk… includes the ability to identify strategies to meet or minimize the 
need and risk which have been assessed, to set objectives, to plan, and to define 
desired outcomes. (Hughes, 1993, p. 352) 
In summary, the quality of an assessment is “determined by the level of skill, 
knowledge and experience which the practitioner brings to the process” (Hughes, 1993, 
p. 352). 
Music therapy assessment—A music therapy assessment is the gathering of 
clinical information with music therapy methods and approaches. Isenberg-Grzeda (1988) 
proposed a theoretical model which recognized the assessment protocol as a therapist-
determined process, and stated that “the nature of the therapist’s relationship with music 
determines the manner in which music will be employed in the assessment.” Loewy 
(2000) in her hermeneutic inquiry of music psychotherapy assessment illustrated the 
value of descriptive methods with interpretation and translation of music therapy 
experience. The framework and style of an assessment session is determined by the 
therapist and client; the introductory themes or issues in the assessment protocol can 
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serve as a baseline for the treatment plan formulation and guide the future course of 
therapy (Loewy, 2000). Loewy’s (2000) approach employs “structured and free flowing” 
musical experiences to initiate the new therapeutic relationship. “The process of how a 
particular assessment session flows is contingent upon the length of treatment or 
presumed amount of time the course of therapy will take … in long term treatment, the 
assessment period may be extensive” (Loewy, 2000, p. 49). 
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CHAPTER 2: LITERATURE REVIEW 
Home-Based Clinical Population: Needs of Older Adults 
The umbrella term “older adults” covers almost 40 years of a person’s lifespan in 
various stages of life leading to death. Thomé et al. (2003) suggested that although often 
“treated as a homogeneous group” older adults continue to experience numerous needs 
and challenges in the remainder of their lifetimes, and the needs of a younger older 
person can be different from those of a very old person. Maintaining a quality of life and 
functional independence seem to be the prevailing goals for older adults living at home, 
while society and the health care system value a reduction in the cost of care for the 
increasingly aging population by reducing the length of hospital stays and preventing 
unnecessary hospitalization (Thomé et al., 2003; Westra et al., 2013). Researchers 
suggested that older adults and patients with incurable and advanced diseases will be the 
two groups to benefit from home-based care (Thomé et al., 2003), and community-based 
care and health care management will become important issues in the coming years 
(Westra et al., 2013).  
In order to identify the needs of older adults and to meet these needs, 
organizations both governmental and private have established guidelines and protocols 
requiring health care providers to comply. Because many older adults live in 
institutionalized facilities, regulating and accreditation bodies such as Centers for 
Medicare and Medicaid Services (CMS) and Joint Commission for the Accreditation of 
Healthcare Organization (JCAHO) require healthcare organizations to comply with 
protocols devised to assess the needs of the patients. For example, for the long-term 
9 
 
 
 
facility residents, the Minimum Data Sheets (MDS) itemized areas designed to identify 
residents’ needs within medical and mental health concerns such as hearing, speech, 
vision, cognitive patterns, mood, behavior, preferences for customary routine and 
activities, functional status, functional abilities and goals, bladder and bowel, swallowing 
and nutritional status, oral and dental status, skin condition and so forth (MDS 3.0, n.d.). 
It is important to understand the needs according to the perspective of highly specialized 
health care fields in order to divide the task of addressing these needs and allowing 
trained professionals to properly apply their knowledge to meet the needs. In addition, 
identifying needs according to established criteria will allow the professional to address 
the needs in order to reduce duplication of effort from the crossover area and to 
streamline the assessment and treatment process. Therefore, a variety of needs will be 
listed according to the criteria that are identified and addressed in the following 
paragraphs.  
Medical needs. In Canada and the United States, home care has been provided 
for older adults who were post-surgery, patients who received early discharges after acute 
illnesses, patients in sub-acute rehabilitation, disabled patients, palliative patients (Ferrier 
& Lysy, 2000), persons with congestive heart failure and other cardiac and circulatory 
problems, diabetes, chronic respiratory disease, hypertension (Westra et al., 2013), 
patients with incurable and advanced diseases, and old people (Thomé et al., 2003). 
According to these authors, recent trends indicated that an increased number of older 
adults are receiving home care, away from institutions, from trained healthcare 
professionals, largely due to the advance of technology (Hughes, 1997), enabling 
transportation and portable medical devices such as the glucometer to be administered at 
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home. Ferrer and Lysy (2000) noted that the cost-effectiveness of home care is still up for 
debate, but patients in the U.S. seem to prefer receiving their care at home because it 
contributes to a better quality of life.  
A study funded by the Centers for Medicare and Medicaid Services and 
Connecticut Department of Social Services from 2010–12 investigated the unmet needs 
of community-dwelling older adults who transitioned into the long-term care system from 
home-based programs (Robison, Shugrue, Porter, Fortinsky, & Curry, 2012). Based on 
the assumption that the predisposition to enter long- term care placement may include 
private pay status, prior hospitalizations, older age, lower self-perceived health, 
dependence in instrumental activities of daily living, psychiatric problems, cognitive 
impairment, living alone, prior nursing home use and greater unmet need for assistance 
with activities of daily living tasks, the authors identified several factors of various areas 
(Robison et al., 2012). These factors are (a) family availability and family and client 
preference for care setting, (b) an acute change in health status often leading to 
hospitalization or a short-term rehabilitation stay, (c) limits on services available in the 
home care program, and (d) mental health and legal issues, and (e) falls (Robison et al., 
2012). Family factors such as lack of informal support, burnout, fear of care recipient 
being alone at home, client refusal of services and medication, and family not wanting a 
paid caregiver working in the home can lead to clients requesting placement out of 
loneliness, feelings of rejection and needing care. Acute changes in health status factors 
such as acute illness onset, hospitalization, and short-term rehabilitation nursing home 
stays can lead to decisions to enter nursing homes. Limited resources from home-based 
program providers, unable to meet increasing demands from the care recipient can 
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include factors such as being unable to provide more hours of service and/or additional 
helpers, unable to increase support for family caregivers. A case manager’s inadequate 
recommendation and preparation without offering alternatives can result in long-term 
care (LTC) placement. Last, issues such as mental health, substance abuse, falling, and 
legal issues can lead to the client leaving home and entering a nursing home (Robison et 
al., 2012).  
Psychological and emotional needs. Prior to the centralization of professional 
healthcare practice at medical offices and hospitals, home care for older adults was a 
cultural practice for families around the world. As stated by Watt et al. (2013) in their 
study of elder care in southern Sri Lanka: “Both elders and caregivers felt that elders 
should be taken care of in the home by their children. They pointed to a sense of duty and 
role modeling of parental caregiving that is passed down through generations” (p. 838). 
However, loneliness and social isolation for community-dwelling older adults may stem 
from “silent suffering,” which can happen when the care recipient realizes rapid physical 
decline, fears the increased dependency on others, and refuses to accept his or her 
limitations or ask for help for fear of becoming a burden (McInnis & White, 2001). 
Hopelessness can occur when a terminal illness is diagnosed, when a situation is 
experienced as insurmountable, and when no change is expected in relation to an illness 
(Meraviglia, Sutter, & Gaskamp, 2008). Anxiety is common among older adults and may 
result in feelings, behaviors, signs, and symptoms such as “increased heart rate, rapid 
breathing, elevated systolic blood pressure” (Meraviglia et al., 2008), flushing, pallor of 
skin, dry mouth, dilated pupils, frequent and urgent urination, diarrhea, and fatigue. 
Feelings of anxiety may be interpreted as feelings of “apprehension, uneasiness, fear, 
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worry, impending doom, tension, nervousness, irritability, restlessness, powerlessness, 
loss of control, helplessness, and anger” (Kuebler, Berry, & Heidrich, 2001; Jackson & 
Lipman, 2004). The symptoms associated with anxiety can manifest as “physical 
discomfort, change in attention level, inability to concentrate, headache, stiff neck, chest 
pain, backache, nausea, palpitations, and hot or cold flashes” (Meraviglia et al., 2008, p. 
10). The behaviors of anxiety may be “tense posture, fidgeting with hands or clothing, 
jiggling feet, trembling, licking lips, dry mouth, frequent sighing, insomnia, more 
talkative or quieter than usual, higher-than-normal voice pitch, and shaky voice” 
(Meraviglia et al., 2008, p. 10). Depression is common among older adults and can be 
indicated by dysphoria, depressed mood, sadness, tearfulness, lack of pleasure, poor 
sleep, social withdrawal, guilt, suicidal ideation, intractable pain, somatic preoccupation, 
disproportionate disability, refusal to cooperate, and refusal to treatment (Block, 2000). 
Spiritual needs. Community contributes greatly to spirituality for older adults 
because it signifies the importance of interpersonal relationship, the relationship with 
oneself, relationship with others, and God. This provides a sense of belonging and 
support by reducing the feeling of loneliness and despair (Meraviglia et al., 2008). 
Known also as spiritual pain, spiritual suffering, and spiritual disequilibrium, spiritual 
distress can lead to depression, suicidal ideation, substance abuse, and a false sense of 
hope, and can increase somatic complaints, symptom distress, self-harm and suicide 
(Villagomeza, 2005). As an approved nursing diagnosis, spiritual distress is defined as 
“the impaired ability to experience and integrate meaning and purpose in life through 
connectedness with self, others, art, music, literature, nature, or a power greater than 
oneself” (Caldeira & Vieira, 2012). In addition, spiritual distress can include feelings of 
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anger, guilt, ineffective coping with life events, impaired meaning and purpose in life, 
peace, or faith, and/or a deep sense of hurt from being separate from God, a sense of 
personal inadequacy before God and others, and a pervasive condition of loneliness of 
spirit (Meraviglia et al., 2008). In the United States, the Joint Commission on the 
Accreditation of the Healthcare Organization (JCAHO) recognized the importance of 
spirituality in a person’s life and required spiritual assessments for older adults entering 
long-term care facilities. Risk factors for spiritual distress may include alterations in 
one’s usual social support network, conditions that interfere with the ability to practice 
spiritual or religious practice such as institutionalization and physical impairments, 
events that lead to the questioning of one’s faith such as diagnosis of terminal illness, 
verbalizing interpersonal or emotional suffering, development of cognitive impairment 
such as dementia, and depression (Meraviglia et al., 2008). Hodge, Horvath, Larkin, and 
Curl (2012) identified several spiritual needs for older adults: spiritual practices, 
relationship with God, hope, meaning and purpose, interpersonal connection, and 
professional staff interactions because these unmet needs “were perceived to strengthen 
older adults’ ability to handle the challenges they encountered in the healthcare system” 
(p. 139).  
Social and relational needs. Discrepancies between needs and services can result 
from a number of factors, such as incomplete assessments that do not include all 
dimensions and areas, thus incorrectly identifying needs, care recipients’ and their 
caregivers’ difficulty accepting help and unwillingness to report due to not accepting 
their limitations, health care providers’ limited time and knowledge to assess and address 
needs, governmental policy and guidelines restricting the types of services, and limited 
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knowledge of community resources (Levasseur, et al., 2014). According to Levasseur et 
al. (2014), “older adults and their caregivers sometimes had difficulty recognizing and 
accepting their disabilities and identifying needs that were occasionally complex” (p. 
213). In an article about the participation needs of older adults in Canada, Levasseur et al. 
(2014) emphasized the importance of older adults’ participation in various activities of 
their life—including social, environmental, and personal. According to their study on 
matching needs and services, participation needs refers to the accomplishment of daily 
social and personal activities valued by the person, and the sociocultural context, which 
helps the person remain in the home and integrate better into the community and society 
(Levasseur et al., 2014). Turcotte et al. (2015) called attention to the needs of older adults 
in daily activities and social activities. According to the authors’ findings, the need for 
daily activities such as nutrition, fitness, personal care, communication, housing, and 
mobility are mainly met; however, the unmet needs are identified as social activities such 
as responsibilities, interpersonal relationships, community life, education, employment, 
and leisure (Turcotte et al., 2015; Levasseur et al., 2014). Levasseur et al. (2014) offered 
a possible explanation for the unmet needs of social activities as follows: “Leisure and 
social activities are often wrongly seen as a luxury, as they allow older adults to live not 
only longer but also more fully” (p. 215). The authors discussed reasons for unmet needs 
concerning activities associated with health and well-being, including leisure, community 
life, fitness, interpersonal relationships, and mobility, and they stated that sleep, physical 
exercises, cognitive stimulation, and the ability for older adults to express the needs are 
difficult to attain (Turcotte et al., 2015). 
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Functional and participation needs. The ability to perform activities of daily 
living (ADL) has been an important measurement for the functional status of recipients of 
home care. According to a comparison study by Dubuc, Dubois, Raiche, Gueye, and 
Hebert (2011), basic ADLs consist of feeding, bathing, dressing, toileting, continence, 
and transferring. These activities fit two categories: (1) personal activities of daily living 
(pADL) such as feeding, dressing, bathing, grooming, transfer, mobility, and stairs, and 
(2) instrumental activities of daily living (iADL) or periodic routines such as 
responsibility for own medications, food preparation, shopping, laundry, housekeeping, 
using the phone, and ability to handle personal budget and finances. According to the 
World Health Organization (2017) in the International Classification of Functioning, 
Disability and Health (ICF), ADLs further include mobility such as transferring, walking 
inside, installing a prosthesis, propelling a wheelchair inside, using the stairs, and getting 
around outside; communication such as seeing, hearing, and speaking; mental function 
such as memory, orientation, comprehension, judgment, and behavior. Dubuc et al. 
(2011) speculated reasons for unmet needs may be due to both system failure such as 
professional oversight, service insufficiency, inaccessibility, or personal factors such as 
availability, cost, knowledge of services, and personal decision (Dubuc et al., 2011). 
While surveying the prevalence of unmet needs for assistance with ADL on disabled 
persons over age 60, a study in Malaysia cautioned against the burden of the adverse 
consequences of unmet needs on a personal level such as dehydration, weight loss, burns, 
incidents of fall, psychological distress, depression, poor quality of life, increased 
morbidity, severe disability, and death (Momtaz, Hamid, & Ibrahim, 2012). On a societal 
level, unmet needs of homebound older adults could result in unscheduled physician 
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visits, emergency room visits, long-term placement in institutions, and recurrent 
hospitalization, which cancel out the cost-effectiveness benefits of home care (Dubuc et 
al., 2011). Stuck et al. (1999) identified the main risk factor domains of functional decline 
in community-living elderly people as affect, alcohol consumption, cognition, 
comorbidity, falls, functional limitation, hearing, medication, nutrition, physical activity, 
self-rated health, smoking, socialization, and vision.  
Older adults living in the community have needs in a wide range of health 
domains, including medical, psychological/emotional, spiritual, social, functional, 
financial, and relational. The needs that this study focused on, because of their relevance 
to the music therapy scope of practice (American Music Therapy Association, 2015), are 
functional, psychological/emotional, spiritual, social, and relational. 
Home-Based Clinical Assessments  
A preliminary search on the existing database was conducted in order to 
understand how older adults’ needs are assessed by health care professionals, which types 
of needs may overlap different disciplines, and what type of goals and interventions may 
be set and can be addressed by a multidisciplinary health care teamwork. According to 
the findings of the search of the literature, researchers in healthcare professions such as 
family physicians, nurse practitioners, physiotherapists, social workers, dietitians, and 
allied professionals have written extensively on home and community-dwelling older 
adults.  
Medical services. A study on symptom burden in homebound older adults with 
multiple comorbidities and functional impairment conducted in the United States by the 
visiting doctors from the Mt. Sinai Medical Center in New York City revealed common 
incidences of loss of appetite, lack of well-being, tiredness, depression, anxiety, and pain. 
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Where commonly reported among the disease-specific, the chronically-ill population 
studied carried diagnoses of dementia, diabetes mellitus (DM), congestive heart failure 
(CHF) and coronary heart disease, depression, chronic obstructive pulmonary disease 
(COPD) and chronic lung disease, and cancer (Wajnberg, Ornstein, Zhang, Smith, & 
Soriano, 2012). Individuals who were referred to hospice or were hospitalized share the 
most commonly reported symptom burden for chronically ill homebound adults, such as 
pain, tiredness, nausea, depression, anxiety, drowsiness, loss of appetite, well-being, and 
shortness of breath. In addition to fatigue, pain, anorexia, constipation, and lack of 
appetite, homebound chronically ill adults with diagnoses of arthritis, diabetes mellitus, 
dementia, congestive heart failure, depression, coronary artery disease, chronic 
obstructive pulmonary disease, asthma, and use of anticoagulants such as warfarin, 
history of strokes, and history of falling are at risk for rehospitalization (Wajnberg et al., 
2012).  
Ferrier and Lysy (2000) wrote about home assessment and care from the 
perspectives of family doctors and physicians, stating that with the major role to manage 
medication and disease, the physicians don’t necessarily have to do a comprehensive 
assessment, because there often will be an overlap of the roles and areas by members of 
the multidisciplinary health care team (nurse, social worker, physiotherapist, occupational 
therapist, nutritionist, speech pathologist, pharmacist, medical or surgical specialist, 
homemaker, personal aid worker, etc.). The authors, referring to the American Medical 
Association Home Care Advisory Panel, suggested the following elements for 
consideration in home assessment: functional assessment including activities of daily 
living (ADL), instrumental activities of daily living (iADL), and sensory state; other 
assessment factors should include mental and cognitive state, psychosocial condition, 
nutritional needs, medication use and compliance, caregiver situation, home environment, 
the community/social support and finances. Ferrier and Lysy (2000) detailed the typical 
members in a multidisciplinary team, their roles, and expectation. For example, the 
nurses “observe physical signs over and above vital signs,” family caregivers enforce 
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teaching of proper transfer technique, and social workers document acute deterioration of 
the patient. Although operating on a routine visit schedule, Ferrier and Lysy (2000) 
suggested that some circumstances warrant additional, non-routine visits, such as 
discrepancies in the patient’s reported functioning, acute declines in the health or 
function of frail patients, unexplained failure to thrive, unexplained failure of the care 
plan, another team member’s request for physician evaluation in the home, or need for 
immediate family meeting to make an important decision. Ferrier and Lysy (2000) noted 
that communication is extremely important in such a clinical situation, but often not 
billable in the fee-for-service payment system. They suggested that clinicians create 
opportunities for communication at the initial care plan meeting, hospital discharge 
meeting, or during home visits with key care providers. When the time comes to decide if 
staying home is best for the patient, Ferrier and Lysy (2000) urged consideration based 
on benefit versus risk and availability of resources, and when a family caregiver’s health 
is compromised by the burden of care.  
Transitioning from acute care to palliative care, Brumley, Enguidanos, and Cherin 
(2003) proposed a multidisciplinary model to provide “psychosocial services, symptom 
control, pain relief early in the disease progression, diminutive curative measures, and 
increasing palliative practices” as needed in response to the disease progression and the 
patient’s needs (p. 716). Traditional curative programs focused on curing the disease, but 
the authors proposed a restorative approach. Restorative in this context means to restore 
patient’s physical functioning to the previous level, when the patient could independently 
and safely function in society. Arguing that unethical and unnecessary invasive medical 
procedures may be spared in preference for comfort care and quality of life, home-based 
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palliative care enrollment was reported to lower the use of acute care services and the 
costs of care while maintaining high levels of patient satisfaction, because the focus of 
palliative care was on alleviating the physical, emotional, social, and spiritual discomforts 
of an individual with a terminal illness who is in the last phases of life (Brumley et al., 
2003).  
Nursing. Nagata, Taguchi, Naruse, Kuwahara, and Murashima (2013) conducted a 
survey with visiting nurses in Japan regarding home care recipients ages 65 and older 
immediately after discharge from the hospital. Unmet patient needs were identified as 
assistance in activities of daily living (ADL), continued medical and nursing care post-
discharge, capacity for family caregiving, and implementation of discharge planning.  
Depression is a prevalent and difficult area to assess for medically compromised 
older adults. Commonly presented in late life, instead of sadness, depression can often be 
presented as anhedonia and masked by symptoms related to disability, worry, anxiety, 
and irritability (Gallo & Rabins, 1999; Bruce, 2002). According to Bruce et al. (2007), 
while successful referral of patients with a diagnosis of depression led to better clinical 
outcomes while maintaining an acceptable false positive rate, “depression is often 
persistent and associated with greater morbidity and disability and increases the risk of 
adverse outcomes such as falls, hospitalization, suicidal ideation, and functional decline 
in home care patients” (p. 1798). In their investigation of a depression assessment 
intervention done by the nurses in lieu of a standardized test, Bruce et al. (2007) adopted 
the existing required depression assessment in Medicare’s mandatory “Outcome and 
Assessment Information Set (OASIS),” items M0590 and M0600, and referenced with 
the gateway symptoms from the Diagnostic and Statistical Manual of Mental Disorders 
(DSM). The item M0590 listed depressive feelings reported or observed in patients, 
which may include depressed mood (e.g., feeling sad, tearful), sense of failure or self-
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reproach, hopelessness, recurrent thoughts of death, and thoughts of suicide. Item M0600 
included patient behaviors reported or observed such as indecisiveness, lack of 
concentration, diminished interest in most activities, sleep disturbances, recent change in 
appetite or weight, agitation, and a suicide attempt.  
An older adult’s nutritional status can be influenced by many factors, such as 
dentition, neuropsychological problems, mobility, and other health concerns. A nutrition 
study in Finland conducted by registered nurses emphasized the relationship between the 
risk of malnutrition and the overall well-being of the older adults receiving home-care 
(Soini, Routasalo, & Lagström, 2004), and called for the awareness of basic nutritional 
problems such as mobility, drugs, skin problems, and body mass index. Malnourished 
homebound older adults, according to the mini-nutritional assessment (MNA), had lower 
body mass index (BMI), more home-care services, more home help, or were living alone 
(Soini et al., 2004). Soini et al. (2004) listed nutritional support for home-care patients as 
home-care nurses, home helpers, physicians, dieticians, meals-on-wheels services, day 
centers, informal carers, and most importantly, the patients themselves. Some of the 
problems related to eating and digestion were constipation, dry mouth, indigestion, 
chewing and swallowing, and diarrhea (Soini et al., 2004). 
Pain is a highly subjective and prevalent problem experienced by older adults. 
Because it is usually self-reported by patients and aides, it is even more difficult to assess 
pain in patients showing impairment in speech, language, cognition, and awareness. Most 
older adults have a tendency to lose their verbal ability during episodes of severe illness 
because of unconsciousness, an endotracheal tube, or fatigue. As a result, inability to use 
language to communicate is a major barrier to pain assessment and treatment (Bjoro & 
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Herr, 2008). In a Norwegian pain study conducted by nurses, the following conditions 
were identified in nonverbal patients facing barriers to pain assessment: dementia, 
delirium, cerebrovascular accident, state of unconsciousness, advanced life support, 
intubation, severe depression, psychosis, mental disability, coma, persistent vegetative 
state, encephalopathy, and terminal illness (Bjoro & Herr, 2008). As a result, 
identification of pain in nonverbal older adults relies on observation of behavioral 
presentation. Many of these behaviors may overlap with symptoms of delirium, dementia, 
and other cognitive impairments, for example, wandering, verbally abusive behavior, and 
resistiveness to care (Bjoro & Herr, 2008). According to a Canadian pain study 
conducted among cognitively impaired nursing home residents, the most common pain-
associated conditions were arthritis, previous hip fracture, osteoporosis, pressure ulcers, 
depression, history of a recent fall, unsteady gait, and verbally abusive behavior (Proctor 
& Hirdes, 2001).  
Rehabilitation services. In New Zealand, Parsons, Mathieson, and Parsons 
(2015) identified the most common quality indicator problems for home care were “(a) 
not adequately realising rehabilitation potential in ADLs, (b) a lack of involvement of 
occupational therapy and physiotherapy in service delivery, [and] (c) poor control of 
pain.”  In order to provide appropriate and cost-effective care for older adults that will 
enable them to maintain functional independence and quality of life in their own home 
and community, Parsons et al. (2015) suggested home care as a (1) substitution for acute 
care, (2) substitution for long-term care institutionalization, and (3) prevention of the 
need for institutionalization. 
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Social work and interprofessional collaboration. From the perspective of social 
work, according to Hughes (1993) in her writing about comprehensive assessment for 
older adults in England, in addition to the general concept of assessment being the 
gathering of information, “assessment is about understanding,” which requires the “skill, 
knowledge and experience” of a trained health care provider to fully utilize “a wide range 
of observational, communication, interpersonal, cognitive, and analytic skills” (Hughes, 
1993, p. 351).  
[The process of assessment] not only involves the recognition of a problem or 
issue, and the ability to identify and collect all the relevant information from a 
variety of sources, . . . also involves ‘making sense’ of that information . . . and 
the information about an individual has to be interpreted in the context of current 
knowledge, theory, ideas, and common practice which is relevant to the 
characteristics of that individual and his or her situation.  
In fact, the process of assessment requires of the practitioner the ability to 
apply a range of knowledge and theory, to formulate information in the light of 
knowledge and theory, to summarize, prioritize, analyze, make predictions, and to 
exercise the professional judgements necessary to balance competing imperatives 
and to assess risk… the ability to identify strategies to meet or minimize the need 
and risk which have been assessed. (Hughes, 1993, p. 352)  
The eventual intervention, according to Hughes (1993), should create an assessment 
climate of user-participatory empowerment by not only examining “the disabilities, needs 
and risks but also abilities, strengths and resources” (p. 355) but also minimize the 
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authoritative power assumed by the professional’s convention way of interviews and 
questionnaires.  
Smith-Carrier and Neysmith (2014), in their writing on interprofessional working 
for home-care patients, investigated the importance of interprofessional working 
dynamics. Some of the benefits of a sound interprofessional team may include “lowered 
hospitalization rates on patients, shortened stays in the intensive care units, decreased 
frequency of office visits to physicians, improvements in perceived health status of 
patients, and decreased service gaps, and reduced service delivery duplication and 
fragmentation” (Smith-Carrier & Neysmith, 2014, p. 272). Interprofessional working 
(IPW) is referred to as “interactions between a group of people from different health and 
social care professions who come from different training backgrounds but share the goal 
of working together in the client’s best interest” (Smith-Carrier & Neysmith, 2014, p. 
273). For the home-care team, it can include “nurses, physicians, social workers, 
occupational therapists, physiotherapists, dieticians, pharmacists, team coordinators, 
specialists such as geriatricians, semi-professionals such as healthcare assistants, and/or 
community workers such as care coordinators and personal support workers, etc.” 
(Smith-Carrier & Neysmith, 2014, p. 274). By using the integrated team effectiveness 
model to analyze the findings, the results suggested seven key dimensions of effective 
team functioning, which are: (a) a shared vision, (b) common goals, (c) respect, (d) trust 
among team members, (e) processes for ongoing communication, (f) effective leadership, 
and (g) mechanisms for conflict resolution (Smith-Carrier & Neysmith, 2014). 
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Professional Caregivers and Informal Caregivers 
When it comes to older adults’ perspectives in choosing home care or inpatient 
hospice in end-of-life care, a study conducted in the United Kingdom shed some light on 
the multicultural perspectives of Chinese and white people. The reason these two groups 
were chosen for comparison was largely due to the similarity in family structure, health, 
income, and employment status (Seymour, Payne, Chapman, & Holloway, 2007). 
According to the findings of Seymour et al. (2007) on the experiences and expectations 
of end-of-life care at home and in a hospice placement, white older adults perceived the 
inpatient hospice positively but the Chinese regarded hospice as repositories of 
inauspicious care (Seymour et al., 2007). Despite their different rationales, both groups 
preferred institutional death because they share concerns about the demands on the family 
that may come from managing pain, suffering, and the dying body within the domestic 
space. Seymour et al. (2007) reported increasing numbers of older adults opting for 
institutional death because of practical and environmental reasons for this shift:  
End-of-life care at home was not a preferred option for Chinese elders; . . . it was 
perceived that being cared for in hospital would allow the dying person to 
maintain a sense of hope, thus contributing to a sense of peacefulness . . . it was 
also perceived that in the hospital it would be easier for the family to visit and 
provide the essential support and care that a person required. (p. 880)  
Although the idea of dying at home is symbolically associated with “the presence of 
loved ones; independence, familiarity and a repository of memories with which to 
support one’s sense of self,” the white elders responded to issues and concerns related to 
dying at home based on a range of moral and practical considerations such as “fears 
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about dying alone; worries about being a ‘burden’ to family; and concerns about the 
caring skills of family carers and the risk of receiving inadequate pain relief” (Seymour et 
al., 2007, p. 881). Seymour et al. (2007) reported that the palliative care rhetoric assumes 
that (1) end-of-life patients prefer home death, (2) the family culture of palliative care 
patients is willing and able to give and receive care from one another, (3) dying at home 
is viewed as most dignified. However, for westernized Chinese, dying at the hospital 
spared them from the potential embarrassment of their children and family members 
dealing with the bodily consequences of dying such as incontinence, pain, and suffering. 
Therefore, a stranger, such as a nurse, who is culturally designated to deal with the body 
and provide emotional support, is preferred.  
While researching the caregiving expectations and challenges of the Sri Lankan 
elderly, the elders shared that  
a good caregiver was someone who was able to provide time and attention to the 
elders, and therefore might be someone who was in “an innocent situation” or 
“the poorest person” meaning the caregiving person might not have a job or 
responsibilities outside the home. (Watt et al., 2014, p. 847).  
The offspring who are “well to do” and “overly consumed with their own advancement 
and economic well-being” are deemed a poor choice to care for the elders and do not take 
care of their parents well, belying a fear shared among the elderly that they would 
become secondary to their children’s monetary pursuits (Watt et al., 2014, p. 847). The 
elders’ desire for autonomy and independence is particularly crucial before their health 
declines into total dependence. The Sri Lankan elders voiced desires to avoid placing 
undue burden on their children and retain a role as provider in their relationships with 
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their children by doing household chores and taking on responsibilities for caring for 
grandchildren because it brings them great joy and satisfaction. (Watt et al., 2014). 
Freedom from household contributions was discussed and although “women’s 
contributions were perceived as an obligation and an extension of the role they have long 
held in the house,” men’s contributions to the household were perceived as optional 
(Watt et al., 2014). It may be interesting to note that, whether the labor was given freely 
as a contribution or expected, it created a sense of burden for the elders. “Elders felt that 
in old age, their labor should be a form of leisure and a sense of productivity, but not 
necessarily an obligation” (Watt et al., 2014, p. 849).  
 Perspectives of professional caregivers versus informal caregivers. Under the 
cultural tradition of filial piety in Asian societies, the elderly are often cared for 
informally by the female spouse and children in the co-residence. Recent westernization 
of values and modernization of family composition, however, has prompted more 
females to join the labor work force, rendering them unable to uphold the traditional roles 
of informal family caregivers. A Taiwanese study (Ku, Liu, & Wen, 2012) discussed the 
trends and determinants of informal and formal caregiving in the community for older 
adults with disabilities and found that the rate of patients being cared for by paid 
professional caregivers has been on the rise, particularly for family members who were 
female, had a higher level of education, and were in better economic status and living 
arrangements (Ku et al., 2012). Ku et al. (2012) reasoned that females traditionally took 
on the role of family caregiver; by the time the caregiver herself had care needs, the 
family was likely to seek outside help. Due to the cultural sense of obligation by the 
spousal caregiver, a married couple was less likely to hire professional help (Ku et al., 
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2012, p. 375). The Taiwanese elders living alone were found to be less likely to accept 
and receive formal or informal help “due to lack of social support and paid home health 
options” (Ku et al., 2012, p. 374). 
It is worth considering what typically constitutes home care workers. Denton, 
Zeytinoglu, Davies, and Lian (2002) suggested in their Canadian study of job stress and 
dissatisfaction that the term home care workers may include office workers such as 
managers, supervisors, coordinators, office support staff, and case managers, and visiting 
workers such as nurses, therapists, and visiting homemakers (Denton et al., 2002).  
Home care is defined as an array of services which enables clients incapacitated 
in whole or in part to live at home, often with the effect of delaying, or 
substituting for long term care or acute care alternatives . . . [which] includes both 
professional services (nursing and therapy) and home support services 
(homemaking, personal care, housekeeping, transportation). (Denton et al., 2002, 
p. 328)  
Observing the rise of home care in Canada, the United States, the United 
Kingdom, Sweden, Germany, France, and Netherlands, home care seems to be the 
response to the rising cost of health care, the trend of decentralized health care 
institutions and decreased number of hospital beds, and the presumption that older adults 
prefer to be cared for in their own homes (Denton et al., 2002). Denton et al. (2002) 
stated that the restructuring of health care has resulted in shortened hospital stays, earlier 
discharge of sicker patients to home care, which in turn demands more technical 
treatment be performed at home by visiting home care workers. Some examples of this 
complex treatment include “intravenous therapy, nutrition therapy, hydration, antibiotics, 
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chemotherapy, pain control, renal and peritoneal dialysis, and respiratory services” 
(Denton et al., 2002, p. 352). As a result of the expectation of carrying out these complex 
tasks in conjunction with cost-cutting policies, home care workers are reported to have 
less allotted time to spend visiting patients, work unpaid overtime in order to complete 
work including documentations and split shifts, and they suffer from increased workload, 
stress, frustration, tension, anxiety, demoralization, dissatisfaction, feelings of guilt, 
reduced support and supervision—just to name a few (Denton et al., 2002). Denton et al. 
(2002) identified sources of home care workers’ stress as  
limited control of tasks and scheduling, feelings of powerlessness, and little 
impact with respect to agency policy, shift work, repetitive monotonous work, 
difficult clients, job changes, stagnancy, poor supervision or supervisors, racist 
attitudes, sexism, employment instability, restricted social interaction with and 
isolation from coworkers, lack of institutional and organizational support, lack of 
communication, transportation difficulties, and low wages (p. 331). 
They further claimed that job satisfaction affects home care workers’ involvement with 
the work place, and they stated that “praise for accomplishments, support of supervisors 
and peers, intrinsically interesting work, fair pay . . . feeling of self-fulfillment, giving 
help to other people, working with likable people, flexible hours, and regular hours of 
work” were indicators of job satisfaction (Denton et al., 2002, p. 331). 
 Informal caregiver assessment needs. Family caregiving for older adults has 
been a widespread cultural practice since the beginning of time. The Institute of Medicine 
(2008) reported that “public policy has traditionally viewed informal caregivers’ service 
as a personal, moral obligation, and not as an extension of the workforce.” The word 
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informal as distinguished from formal and professional suggests that family caregivers 
perform “casual, unstructured, unofficial” care, which are “pleasant but not essential” 
(Levine et al., 2010, p. 119). Categorizing the informal caregivers furthermore  
ignores demanding medical tasks, frequent lack of cooperation from care 
recipients with dementia, constant strain of managing behavioral disturbances, 
timing of tasks (every four hours, unpredictable, repeatedly), as well as the 
financial and managerial challenges of caregiving over long period of time. At the 
end of the day, for caregivers in these demanding situations, there is no end of the 
day. (Levine et al., 2010, p. 119) 
However, family members, especially in busy institutional settings, are sometimes 
perceived as “troublesome, interfering with proper care, fighting among themselves, 
challenging physicians’ or nurses’ authority, and generally behaving badly” (Levine et 
al., 2010, p. 119). The emotionality and lack of understanding can portrait family 
members as being the cause of difficult situations for end-of-life care, according to an 
interview conducted with medical staff and hospital counsel (Zuckerman, 1998).  
However, in a fragmented system where healthcare providers can change without notice, 
“family caregivers are often the only people who have experienced the entire trajectory of 
their family member’s illness” (Levine et al., 2010, p. 117), and become the care 
monitors and advocates in short-term and long-term settings. Levine et al. (2010) further 
reported that, although policy makers have avoided paying for something they are 
accustomed to receiving for free, “government efforts to support family caregivers stem 
largely from a shortage of paid workers and a fear that if family members burn out, their 
relatives will end up in nursing homes at public expense” (p. 118). Therefore, programs 
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such as caregiver interventions are being created in a cost-efficient language in order to 
prevent additional costs of care for older adults (Levine et al., 2010). 
Sri Lanka was recently promoted to be a second-world country due to its socio-
economic shift, according to Watt et al. in their study published in 2014. They stated that 
in Sri Lanka, “both elders and caregivers felt that elders should be taken care of in the 
home by their children. They pointed to a sense of duty and role modelling of parental 
caregiving that is passed down through generations” (p. 838). While the financial 
caregiving responsibilities typically fell on the male offspring, a recent shift in family 
composition showed children who migrated away from the parents providing financial 
support while those who remained handled direct instrumental support (Watt et al., 
2014).  
Female family members, specifically daughters and daughters-in-law, are 
positioned to provide daily direct care in some countries (Watt et al, 2014; Casado-Mejía 
& Ruiz-Arias, 2016). The Sri Lankan elders deemed daughters better caregivers due to 
their “natural instinct of mothering” and a stronger loyalty women feel toward their 
parents. Coincidentally, the daughters take pride and gain a sense of satisfaction about the 
care they provide to their elders, and this sense of pride and satisfaction is reinforced 
positively from the community (Watt et al., 2014). In a study conducted by nurses in 
Spain, Casado-Mejía and Ruiz-Arias (2016) reported out that gender-wise, women were 
positioned to care for both men and women, mostly parents. Regarding caregiver strain, 
the employment status of “being retired or a housewife emerged as protective factors” by 
decreasing the strain, while the kinship status of “being a daughter or son increases 
fatigue” (Casado-Mejía & Ruiz-Arias, 2016, p. 593). Men, on the other hand, mostly take 
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care of women who are mainly spouse, and generally receive more help from a woman 
(Casado-Mejía & Ruiz-Areas, 2016). The “gender mandate” was offered as an 
explanation to this situation, quoted Bowlby, McKie, Gregory, and MacPherson (2013).  
Given that one of the key nursing functions is patient and family teaching, Bull, 
Boaz, and Jermé (2016) examined whether educating family caregivers on delirium can 
reduce anxiety and stress; increase confidence and knowledge; and reduce the incidence 
of delirium in their patients. Bull et al., (2016) recognized that family caregivers are 
familiar with the older adult’s baseline behaviors and can be partners with the nurses in 
the early recognition of delirium. The results of their study indicated that family 
caregivers who received education about delirium reported an increase in knowledge, 
decreased stress, and declined incidences of delirium in older adults (Bull et al., 2016). In 
Canada, a study conducted by Stajduhar, Funk, and Outcalt (2013) found that family 
caregivers learn to provide care at the end of life through four major learning processes: 
trial and error, actively seeking needed information and guidance, applying knowledge 
and skills from previous experiences, and reflecting on their current experience while 
guided by others. The learning can be proactive or reactive; trial and error means 
“learning the hard way” or “learning from mistakes,” and it was the most common 
learning method (Stajduhar et al., 2013, p. 659). The timing for providing inservice for 
family caregivers can be highly sensitive and individualized, and it requires a periodic 
assessment of the caregivers’ learning to impart information. Otherwise frustration and 
even questioning of unethical conduct may result (Stajduhar et al., 2013). Stajduhar et al. 
(2013) suggested that beyond written materials and verbal information, family caregivers 
appreciated hands-on demonstrations, and they gained confidence from the professional’s 
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validation of their efforts toward a job well done. According to a Swedish research on 
family caregivers for patients in palliative care, family caregivers can feel happiness from 
simply being there for the patients despite the stress. “The greatest source of rewards 
involved feelings of being helpful to patients . . . feeling proud at handling the situation in 
a satisfying way, feeling competent and confident to take care of the patient, and thereby 
feeling proud” (Henriksson, Carlander, & Arestedt, 2013, p. 1509). 
In Australia, an evidence-based Carer Support Needs Assessment Tool (CSNAT) 
was developed to better understand family caregivers’ support needs, and is administered 
by allowing the caregiver to lead while supported by a healthcare professional (Aoun et 
al., 2015). The benefits of such a caregiver-guided approach came from problem 
prevention, by avoiding stress, providing help ahead of the anticipated problem, 
prioritizing solutions in between nursing visits, reducing anxiety, and giving the 
caregivers courage to ask for help, thereby effectively reducing caregiver strain (Aoun et 
al., 2015). In New Zealand, Angelo and Egan (2015) suggested family caregivers 
commonly faced caregiving burdens relating to seven themes: “physical demands, 
emotional and spiritual stress, preparing for the future, securing help, medication 
management, navigating the agencies, and relationships” (p. 701). Physical tasks such as 
“preparing meals, addressing personal hygiene, performing household chores, and using 
technology to assist with tasks” can be demanding, particularly to the female caregivers 
(Angelo & Egan, 2015, p. 704). Emotional stress and even lack of sleep for the family 
caregivers can arise for many reasons, from care recipients not eating to caregivers not 
knowing which medical service to call for help when new symptoms emerged (Angelo & 
Egan, 2015). “Being reticent to ask for help when needed and being reluctant to accept 
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help when offered” (Angelo & Egan, 2015, p. 708) can occur when family caregivers’ 
reliance on others can be seen as a loss of independence, thus adding additional stress to 
the already complicated life and increasing tension among family members.  
To help Australian family caregivers cope with pending bereavement, Magill 
(2009) investigated spiritual meaning in music therapy, and found that music therapy 
helped caregivers retain memories of joy and feelings of empowerment rather than pain 
and distress and find meaning in transcendence through experiences of autonomous joy, 
empathic joy, and empowerment from contributing to the end-of-life care of the patient. 
In addition to being able to connect with self, others, and “beyond,” the main process that 
inspires spiritual meaning, according to Magill (2009), was reflection on the time 
continuum—remembrances of the past, connectedness in the present, and hope for the 
future.  
Family caregivers are reported to account for a large percentage of the homecare 
force but were largely ignored and invisible in the past due to several factors. A general 
misunderstanding of the HIPAA Act of 1996 prevented professionals from sharing 
patient information with family members, even though the law is clear that the patient 
may designate a family member to receive information (Levine, 2016). Public and private 
insurance plans only reimburse the patient for service, giving little incentive for 
professionals to spend time training the family caregivers and provide follow-up support 
(Levine, 2016). Some states allow Medicaid beneficiaries to hire personal attendants; 
some, but not all, family caregivers are eligible for such reimbursement, which include 
low wages, long hours, and lack of benefits. Due to the substantial number of family 
caregivers, the response from the federal and state governments for establishing policies 
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to reimburse family caregivers was unsupported for what is traditionally considered a 
family duty and social responsibility similar to that of child-rearing. These tasks 
generally fall on mothers, thus relying mostly upon female family members to provide 
care that would typically cost the state if the patient were admitted to a centralized 
healthcare institution (Levine, 2016).  
Home-Based Music Therapy for Older Adults 
Music therapy joined the emerging trend of outpatient and ambulatory work as 
early as 1964, according to Pierce, Schwartz, and Thomas (1964), two decades after its 
first appearance as a degree offered by Michigan State University in 1944. With the 
fundamental interest in the continuity of care between inpatient and outpatient facilities 
rising, home-based music therapy care began for those who were too impaired to leave 
home and risking losing therapeutic continuity after discharge from hospitals (Schmid & 
Ostermann, 2010). Community-based music therapy programs and home-based music 
therapy initiatives not only address the social and cultural aspects of a client’s life, but 
also the post-discharge condition and therapeutic continuity of those who have received 
treatment for illness such as tinnitus, cardiac rehabilitation, oncology, traumatic brain 
injury, chronic disease, and palliative and dementia care (Schmit & Ostermann, 2010). 
For these patients, receptive and active techniques such as singing, song-writing, music-
prompted reminiscence, lyric analysis, and especially listening programs were 
predominant. Home-based music therapy, in some cases, was said to improve the carer-
patient relationship and decrease caregiver burden. 
Referral. In the United States, Groen (2007) conducted a survey of pain 
assessment and practice by nurses and music therapists in the hospice. According to 
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surveys provided by music therapists, Groen (2007) found that referrals received by 
hospice music therapy departments were due to anxiety, depression, isolation, pain, 
ineffective coping mechanisms, restlessness, spiritual support, communication, grief, 
confusion, and memory loss, while the nurses indicated that spiritual support, pain, and 
anxiety were the most frequent reasons to refer to music therapy. “Other reasons reported 
included emotional support, quality of life issues, bereavement, family support, abuse or 
trauma, emotional expression, life review, physical symptoms (i.e., dyspnea, nausea 
and/or discomfort), psychosocial support, and enjoyment of music” (Groen, 2007, p. 
100). Groen (2007) reported that the music therapist’s assessment method was more 
dependent upon the patient’s level of debility than the terminal diagnosis itself, and the 
treatment plan was variable and individualized dependent upon specific patient needs.  
While discussing music therapy approaches to treatment and assessment in the 
multidisciplinary setting for patients in low awareness states, Magee (2005) suggested 
several referral criteria and their corresponding treatment techniques for profound brain 
injury, focusing on “communication, cognition, behavior, emotional expression, physical 
health, and occupation, work and leisure needs” (p. 527). These criteria were meant to 
guide referring clinicians from medical rehabilitation, psychology, nursing and general 
practitioner to refer music therapy and also inform them of the techniques, goals, 
activities, steps, and tasks the referred patients may experience in music therapy. For 
example, Magee (2005) suggested referring patients whose response to verbal materials 
are unknown or inconsistent, patients who are aware but cannot interact verbally, patients 
who do not consistently answer yes/no, patients whose awareness status is unknown, 
patients who are developing voice or speech, patients who have behaviors of agitation, 
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patients whose behavior may be emotionally driven, patients who show active movement 
with unknown purpose, patients who have difficulty initiating or organizing motor and 
speech patterns, and patients whose caregivers were having difficulty interacting due to 
awareness and communication. 
Assessment in music therapy. “Assessment protocol is a therapist-determined 
process,” according to a theoretical assessment model reported by Isenberg-Grzeda 
(1988). Recognizing that a music therapy assessment is a reflection of a music therapist’s 
identity, Isenberg-Grzeda identified five parameters to define the music therapy 
assessment instruments. These five parameters are (1) client population, (2) theoretical 
framework and model, (3) area of functioning/condition, (4) technique, and (5) the music 
therapist’s response to the institution (Isenberg-Grzeda, 1988).  
The nature of the therapist’s relationship with music largely determines the 
manner in which music as a tool, will be employed in assessment. The therapist’s 
philosophical stance, worldview and resulting theoretical framework will be 
instrumental in determining what, (i.e., which area of functioning) is to be 
assessed. The therapist’s perception and understanding of various client 
populations may lead to a decision regarding who will be assessed with the aid of 
a particular assessment tool, that is, whether or not an assessment instrument will 
be population specific. The therapist’s role within the institution and response to 
the institutional culture may help determine the format and structure of the 
assessment tool. (Isenberg-Grzeda, 1988, p. 161) 
Loewy (2000) investigated how to translate the music psychotherapy assessment 
into words by conducting the qualitative research of hermeneutics, which means “seeking 
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the role that a text takes in understanding an event” (p. 48). Loewy (2000) stated that in 
order to understand a music therapy experience, the way which the meanings are 
assigned, interpreted, and translated is essential. However, in music therapy the 
experience is often presented in psychological, educational, or medical terms due to lack 
of an established model with a specific rationale (Loewy, 2000). Recognizing the 
intensity of initial assessment, Loewy (2000) devised 13 areas of inquiry to organize and 
describe music therapy experiences. These 13 areas of inquiry, with four core 
subgroupings of relationship, dynamics, achievement, and cognition, are (1) awareness of 
self, others, and of the moment (2) thematic expression, (3) listening, (4) performing, (5) 
collaboration/relationship, (6) concentration, (7) range of affect, (8) 
investment/motivation, (9) use of structure, (10) integration, (11) self-esteem,  (12) risk 
taking, and (13) independence (Loewy, 2000). Loewy (2000) emphasized the importance 
of formatting the assessment according to the individual, and suggested the rituals of 
greeting song and farewell song to provide structure for the session.     
Munk-Madsen (2001) suggested that a music therapy assessment for clients with 
dementia must take place over three to four sessions minimum, with the objectives to 
assess the resource, problem area, “possibility to compensate the reduced or lost 
functions,” and music therapy techniques, particularly for long-term work (Munk-
Madsen, 2001, p. 205). Munk-Madsen (2001) recommended that music therapists be 
flexible with the first session and not strictly adhere to any methodology in order to 
establish a therapeutic alliance with a client with dementia whose individuality is often 
preserved despite the illness.  
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Churchill and McFerran (2014) conducted a qualitative study on music therapy 
assessment tools for persons with severe to profound multiple disabilities. Grounded in 
literature review and an in-depth analysis in Australia and New Zealand, Churchill and 
McFerran (2014) suggested that the music therapy assessment tool is “relevant for a 
general assessment of a person’s abilities and needs . . . rather than potentially leading to 
development of a therapeutic programme” (p. 23). Some predispositions of persons with 
severe to profound multiple disabilities were suggested as follows: medically fragile, at 
significant risk of developing further complication, at risk of substantial hospitalization, 
requiring daily medication, requiring extensive physical support, and subject to rapid and 
expected deterioration and sometimes early death (Churchill & McFerran, 2014). 
Communication is a challenge, as it mostly exists in forms of eye contact, facial 
expression, body posture, vocalization and changes in muscle tones, and the burden is 
placed upon the caregivers to recognize and interpret initiations and response. Social 
interaction and relationship development is also limited to the immediate care 
environment and may manifest in aggressive behavior and affect. “Fulfilment of leisure 
time” was noted as one of the benefits of functional music-related skills for transference 
outside of music therapy (Churchill & McFerran, 2014, p. 21). Assessment sessions, 
Churchill and McFerran (2014) suggested, are to be conducted over an extended period 
of time, with short duration, during the time of the day when the person’s energy is most 
suitable. Ample time to allow a response is suggested during the assessment. Churchill 
and McFerran (2014) noted that “it is widespread practice for music therapists to create 
assessment tools specific to context (population and facility) based on their own 
experience and the incorporation or adaptation of existent unpublished or published 
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tools” (Churchill & McFerran, 2014, p. 17). According to Churchill and McFerran’s 
study (2014), the general format of music therapy assessment were one to three pages 
long; some leave areas in the assessment to indicate whether a component was amiss and 
to incorporate materials associated. Although most demographic information was 
gathered, none included developmental age, culture, or spirituality, and few included 
referral information and a history of therapeutic intervention (Churchill & McFerran, 
2014). Even less attention was paid to whether aid or assistance was needed by the 
patient, and to assessing the orientation of the client’s self in the environment. In 
addition, the individual’s primary language is rarely specified in most assessments while 
there are several areas to address communication abilities relating to speech and 
language, use of augmentative communication, choice making, and communication 
strategies. While attention and cognitive ability relating to music were commonly 
assessed, life skills knowledge and individual learning preferences were rarely listed. 
Social interaction is commonly documented in the assessment in terms of turn taking, 
sharing, cooperation, leading, following, non-verbal interactions, awareness, 
acknowledgement and response, but aspects relating to behavior, current relationships, 
and the use of leisure time were often left out. Functional music skills intended for 
transference outside of music therapy were said to be beneficial for positive and 
independent fulfillment of leisure time (Churchill & McFerran, 2014). 
Treatment. Comparing the role of music therapy in palliative care between 
hospital and domiciliary care in Australia, Horne-Thompson (2003) noticed a striking 
difference between the two, based on existing literature and her own working experience. 
In Australia, it is assumed that home death is more natural than dying in the hospital, and 
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that people dying at home have better control over their quality of life. A “patient’s 
autonomy is encouraged through making choices and taking responsibility for decisions 
made about their care” (Horne-Thompson, 2003, p. 38). Horne-Thompson (2003) 
indicated four determining factors to domiciliary music therapy in palliative care, which 
are (1) the importance of an effective introduction, (2) the role of music therapy 
processes and perceptions, (3) session length, and (4) family dynamics. According to 
Horne-Thompson (2003), “the way in which music therapy is introduced can ultimately 
determine whether or not patients will participate” (p. 40). Compared to work in the 
hospital, where patients are more ill, more isolated, needing more psychosocial support, 
and thus are more receptive to music therapy, home-based music therapy seems to be 
refused by patients more often initially (Horne-Thompson, 2003). Home-based patients 
have stated that they are “too well to need music therapy,” or have regarded the music 
therapist as yet another one of the many intrusive and invasive health care professionals 
who deal with symptom issues (Horne-Thompson, 2003, p. 42). The verbal greeting 
becomes a vital ritual to initiate the therapeutic alliance in every session, and the way 
conversation starts and develops can offer additional opportunity for assessment of a 
patient’s affect, mood, symptoms, and physical and mental state in the here-and-now, 
whether the topic is about the weather or current events (Horne-Thompson, 2003). 
According to Horne-Thompson (2003), bringing musical instruments to a patient’s home 
can be perceived as threatening, and thus the first session was often conducted without 
the instruments. Home-based patients are more likely to be accompanied by a family 
member or caregiver who  
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knows what is happening with the patient in much greater detail than anyone else 
involved in their care . . . the families will assess your worth and value in the 
patient’s care as much as the patients will. They also have an enormous role in 
deciding whether or not the music therapist should be involved in the patient’s 
care. (Horne-Thompson, 2003, p. 45) 
Therefore, it is as important to liaise with the family caregivers as health professionals 
(Horne-Thompson, 2003). Sometimes the patient’s symptoms may be related to the 
family’s reaction, and sometimes both patient and the family members may be receiving 
music therapy as a group. Some even report that the family members continue music 
therapy after the termination (death) of the patient to address family members’ issues of 
loss and depression (Horne-Thompson, 2003). Since domiciliary sessions are not as 
likely to be interrupted by staff as are sessions in the nursing homes and hospitals, deeper 
psychosocial issues can be revealed and dealt with in a longer, uninterrupted session in 
the privacy of patient’s home (Horne-Thompson, 2003).  
In Melbourne, Australia, a music listening program was provided for Chinese 
older adults with the goals to “improve mood and quality of life for the elderly, to relieve 
negative feelings among family caregivers, and to improve job satisfaction for aged care 
workers” (Ip-Winfield, Wen, & Yuen, 2014, p. 131). The music therapy interventions 
included listening to music, singing, and movement to music, and the training focused on 
techniques such as basic receptive and active listening, which facilitated communication, 
reminiscence, and promoted relaxation. Five important considerations were identified for 
cross-cultural work as a result of this community-based program. Cultural sensitivity was 
identified as most pertinent, followed by family-centered practice, needs for bilingual-
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bicultural therapists, use of culturally specific music, and registered music therapists as 
consultants and resource persons (Ip-Winfield et al., 2014). According to Ip-Winfield et 
al. (2014), family-centered practice empowers family caregivers and “promoted the 
much-needed opportunity for intergenerational interaction which was reported lacking by 
the Chinese older migrants” (p. 128). To avoid negative social stigma associated with 
Western medical diagnoses such as anxiety and depression due to cultural factors, Ip-
Winfield et al. (2014) stated that a health concept can be better discussed when cultural 
empathy was developed via validation of the Chinese elderly person’s subjective 
experience with effective translation of symptoms. The registered music therapists were 
able to rely on “non-language dependent methods” (p. 129) during musical improvisation 
and movement despite their fluency in multiple languages. “Musical authenticity” was 
emphasized in the form of musical recordings over attempted live reproduction of those 
recordings, and being authentic to the client’s individual preference as a result of 
changing cultural environment and individual level of acculturation (Ip-Winfield et al., 
2014, p. 129). 
In northern Europe, music therapy outcomes continue to receive attention from 
academia and clinical researchers alike. In researching outcome measures of music 
therapy with persons with dementia, McDermott, Orrell, and Ridder (2015) defined five 
key areas where music therapy has noted impact: interest, response, initiation, 
involvement, and enjoyment. According McDermott et al. (2015), mental stimulation, 
notable changes in body postures and increased alertness in facial expression are directly 
observable results from personally meaningful music, as one’s individual “preference for 
music is closely linked to personal identity and history” (McDermott et al., 2015, p. 245). 
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Subtle indicators may include “head turning, longer eye contact or changes in the 
emotional qualities of vocal responses” (McDermott et al., 2015, p. 240). Music has a 
calming and relaxing effect on agitation and restlessness, and live music, singing, and 
dancing to the music not only facilitate socialization in group music activities but 
improve quality of life (McDermott et al., 2015). 
Special consideration: caregivers. In considering cost-effectiveness and caring 
for caregivers, Hanser, Butterfield-Whitcomb, Kawata, and Collins (2011) implemented a 
music listening program in Boston, Massachusetts, to be led by family caregivers for 
patients with dementia. The program had a two-prong purpose, which was to reduce 
caregiving distress and improve caregiving satisfaction, and to improve the mood and 
psychological state of patients. Hanser et al.’s (2011) literature search revealed that the 
benefits of music include effectively managing 21 undesirable behaviors, including 
repetitive, disruptive vocalization, aggression during bathing, poor sleep, agitation, 
wandering, depression, anxiety, and poor food intake. (Hanser et al. 2011). The music 
protocol elicited preferred music from the participants. The caregivers were in-serviced 
by the music therapists on how to utilize patient-preferred recorded music to facilitate 
activities such as listening, singing along, exercise and movement, discussion of feelings 
and memories, or drawing from free association. Although increased levels of relaxation, 
comfort, and happiness were reported by the patients and caregivers, it was worth noting 
that the caregiver satisfaction decreased due to overwhelming burden of caretaking, 
difficulty engaging or redirecting the patient, and frustration with the patient’s lack of 
focus. “Caregivers who are already burdened with assisting their loved ones in activities 
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of daily living may have found the responsibility of guiding sessions to place more 
demands on them” (Hanser et al., 2011, p. 21). 
Beer (2016) advocated for caregiver training in working with patients with 
dementia, deriving techniques from music therapy in a flexible, multidimensional, and 
psychological approach. For patients with advanced dementia, “understanding their 
complex needs requires caregivers to communicate with these patients in ways that do 
not rely solely upon verbal interactions, yet this type of communication is not a typical 
component of their education” (Beer, 2016, p. 185). As a person-centered, evidence-
based practice and a non-pharmacological intervention and strength-based approach to 
address behavioral issues in patients with dementia, music therapy can “utilize enhanced 
communication approaches . . . in nonverbal and meaningful ways . . . focusing on many 
domains of ability and impairment” (Beer, 2016, p. 187). For example, music therapy 
encourages caregivers to focus on potential, not deficits. Music therapy components such 
as “rests, intentional matching of tone, mirroring of rhythmic movements and sounds, and 
reliance upon melodies of familiar songs to connect with deep seated memories and 
abilities” (Beer, 2016, p. 187) allow interaction between patients and caregivers. The 
results, when offered with medication, may reduce agitation, increase relaxation, decrease 
anxiety and the medication, increase the familiarity with people and surrounding, and 
improve quality of life therefore suggesting that music therapy may be a low-cost way to 
manage behavioral issues (Beer, 2016). Recognizing that communicating with patients is 
another means to identifying and tending to physical needs, Beer suggested a music 
therapy interactive training model for caregivers through experientials, self-reflection, 
role play, use of video and audio vignettes, and written feedback. “Role playing and 
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reflection increase the understanding and confidence” in caregiving ability (Beer, 2016, 
p. 192). Interactive experientials effectively led to understanding and realization of 
patient’s emotional and spiritual needs. Emphasis on learning how to listen to the 
communicative nature of any sound a patient makes is demonstrated by identifying 
specific rhythms or melodic phrases and highlighting the intentional nature of patient 
vocalizations and songs. Techniques such as approaching the patient with unconditional 
respect, slowing down physical movements, and simplifying verbal statements or 
questions are modeled and mirrored by the presenting music therapist (Beer, 2016). 
Additional benefits of experiential education for staff include increasing the level of job 
satisfaction, increasing staff well-being, improving morale, and improving staff retention. 
Music therapy is positioned to “educate professionals in enhanced communication 
techniques which result in increased quality of life for patients with dementia and 
improved working conditions for employees” (Beer, 2016, p. 196).  
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CHAPTER 3: HOME-BASED MUSIC THERAPY ASSESSMENT 
FOR OLDER ADULTS 
In order to adapt to the developing trend of interdisciplinary collaboration in the 
highly specialized health care field and to be compatible with medical insurance billing, 
this writer perceived the clinical necessity to adapt and create a music therapy assessment 
according to the professional language, layout, and format used by the affiliated 
interprofessional team and agency. While music therapists in the United States may have 
been trained in the academic environment with different foci and approaches based on 
psychodynamic, psychoanalytic, humanistic, behavioral modification, neurological and 
medical theories, to be able to adapt one’s training and theoretical framework to 
communicate critical information to the interprofessional health care industry can be an 
ongoing challenge. Further, this adaptation may be a requirement of modern-day music 
therapists in order to continue the growth and development of our field to better advance 
and integrate into the healthcare fields of mental health, medical health, and education.  
 This music therapy assessment has a two-pronged component and requires two 
separate sessions to complete, each session no longer than half an hour. It should be 
noted that the present federal and state government policies of public and private 
insurance do not reimburse for time spent other than performing the treatment on the 
client, and therefore the time spent on caregiver assessment, caregiver in-service as well 
as charting for report may not be subsidized.  Some insurance companies do not allow the 
therapist to conduct treatment for more than two persons at a time if it was billed for one 
client as an individual session. There are strict rules on group versus individual sessions; 
the therapists should be aware of the individual’s insurance policy ahead of time. This 
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writer suggests the time frame with consideration to the attention span of the clients and 
caregivers, and the frequency of the visitation may be more effective than the duration of 
the session. It is up to the evaluating music therapist’s clinical judgment to skip one part 
or another upon developing a better understanding of the client’s functional status and 
level of functioning (Loewy, 2000), as some may establish rapport sooner without the 
verbal assessment, and the information collected from verbal assessment can be found 
either from the referral or another discipline’s clinical notes because there usually is an 
overlap.  The first assessment session is based on a non-musical assessment of the client 
and the primary caregiver; the second assessment is mostly musical. If time is of essence 
and there can be only one assessment session, this writer suggests a 45-minute combined 
assessment: 10 minutes each individually with the client and the caregiver, and 25 
minutes in a musical group assessment, with a short break between the two assessments 
to allow for setup and refreshment.  
Client Assessment and Intake 
During the non-musical assessment, in addition to gathering the demographic 
information, medical history, and clarifying client’s perceived reasons for referral and 
expectation for treatment, it may be important to ask about the medical and personal 
safety precautions such as fall risks, medication, food or drug allergies, hearing, high 
blood pressure, and anything that can be a safety concern during the music assessment. 
Most demographic information can be found via privileged, shared electronic medical 
records (EMR). With limited access to EMR, a music therapist should enter the 
assessment session with basic understanding of the client in addition to the reason for 
referral and the physical address. It is best to ask the referring clinician or agency to 
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provide intake information and other information a music therapist deems necessary in 
order to conduct a sound and thoughtful music therapy assessment session. Beyond 
seeking basic demographic information, other questions may open up dialogue about the 
client and allow a deeper understanding of the client.  
● Name. What name does the client answer to? What name does the client go 
by? When assessing the client’s name, in addition to last name and first name, 
it may be helpful to know what name the client answers to.  
● Birth date. The information of the client and caregiver’s birth dates informs 
the clinician of the possible time-sensitive culture of the client’s upbringing 
and helps to uncover the understanding of the client’s values, moral, beliefs, 
behavior, and possible musical preference. 
● Gender. The inquiry on the client’s gender identity may be helpful to 
recognize as the focus on individual’s identity of self and gender expands 
beyond the traditional set of male and female. 
● Primary, secondary, and additional languages the client speaks, writes, and 
reads. It can be useful to ask about the client’s mother tongue or primary 
language. 
● Occupation, career, and profession. In the United States, an individual’s 
profession and career identity constitutes an integral part of self-worth and 
sense of self. Pride or shame may be revealed when inquiring about a client’s 
occupation and education. Clients with formal and professional musical 
backgrounds, though rarely referred to music therapy, can still benefit from 
music therapy if the clinical focus is set appropriately. 
49 
 
 
 
● Family composition. The composition of an American family may not be as 
simple as the traditional, heterosexual, nuclear family. Having or not having a 
family to grow old with can be related to the psychological well-being of a 
client, and therefore assessing the client’s marital status and next of kin can be 
a personal, yet important aspect of the initial assessment. 
● Living arrangement. It is worth noting the residence and living arrangement of 
the client such urban, rural, alone, with spouse, with adult children, and so 
forth, because it can be closely related to the caregiver’s situation and 
caregiving stress. 
● Religion and spirituality. In different generations, religion and spirituality may 
be interpreted differently. While some Americans may declare themselves 
spiritual but not religious, it can be helpful to explore the spiritual realm of 
one’s being during a difficult time or at the end of life.  
Caregiver Assessment and Intake 
This writer would conduct the caregiver assessment with the following purpose in 
mind: (a) to assess the caregiver’s willingness to participate in the client’s treatment, (b) 
to assess the caregiver’s stress because it can affect the quality of care the client receives, 
(c) to assess the caregiver’s learning style and whether there is need for inservice, and (d) 
to determine the frequency and duration of the caregiver’s participation in the treatment 
sessions. When the music therapist spends time with the client individually, the caregiver 
can fill out the self-rated, self-assessment questionnaire that is available online from the 
American Medical Association (2017).  
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After the client assessment is completed, the therapist may want to review the 
caregiver’s questionnaire and check in with the caregiver alone about how to care for the 
client and caregiver’s expectations for music therapy. Some demographic information 
can be helpful to collect as it can help alleviate caregiver burden: 
● contact information of the secondary caregiver(s) to the client 
● contact information of the caregiver’s next of kin, the emergency contact 
● caregiver’s hours working with the client, and the living and commute 
situation.  
● Does the client reside with the caregiver? How often does the caregiver take a 
break from the client and go about personal business?  
● caregiver needs, health, and burden related to the financial situation, familial 
situation, and any external and internal conflicts while performing caregiver 
duties. Does the caregiver have a serious medical condition?  
● medical, food, and drug precautions of the caregiver 
● caregiver resources. Does the caregiver participate in support groups? How 
does the caregiver practice self-care, and how often? 
● caregiver morale, values, belief system, and view on caring for the client. 
Music Therapy Assessment 
Due to a variety of approaches for conducting the music therapy assessment, the 
clinician should start with the reason for the referral and adapt the assessment process 
(Munk-Madsen, 2001) according to the client’s level of functioning and physical ability. 
Although the process of music therapy assessment is not easy to explain to other 
professionals, some receptive and active techniques such as singing, songwriting, music-
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prompted reminiscence, lyric analysis, and listening programs (Schmit & Ostermann, 
2010) can serve as examples of active/receptive and structured/unstructured approaches. 
This writer’s experience has been that the most difficult questions to answer, and yet 
asked of our clients and caregivers in almost every music therapy assessment, are: What 
music do you like? What musical genre do you prefer? What kind of music do you listen 
to? What is your favorite music? It is this writer’s observation that questions about 
musical preferences not only are nearly impossible to answer when the client is in pain, 
depressed, and/or fearful of disease progression and death, but can elicit responses that 
may not inform effective treatment planning. However, these questions can open doors 
with additional prompts, such as “Have you ever try to listen to music when you want to 
feel relaxed and happy, and can you give me an example what kind of music that would 
be?” and by asking questions about most recent musical preference within weeks. 
Depending on the client’s level of functioning, knowing the client’s musical preference 
can be helpful in guiding the assessment process and one should still ask about musical 
preference with genuine interest and care in mind.    
When both verbal and music therapy assessments are to be conducted, the 
therapist should always rely on the clinical judgment of the client’s level of functioning 
and capability to determine if one should proceed directly into the music-making or if the 
client needs verbal preparation for what’s to come during a music therapy assessment. 
This writer recommends that verbal assessment precede the music assessment for several 
reasons. One is to verbally inform the client and the caregiver about the goal and reason 
for the music assessment. Allow them to mentally prepare for the unknown with 
reassurance that it is not a test of musical aptitude. The second reason is to educate the 
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client and caregiver about the process and give examples of what can happen in the 
session in order to ease anxiety and decrease chances of refusal. The third reason is to 
observe the initial reaction and take into consideration the client’s enthusiasm for or 
resistance to participating in music making in order to plan the musical assessment 
process. 
When this writer engages the client and caregiver in music activity, she attempts 
to determine several scenarios during music-making: 
● With regards to the reason for referral, what is the client and caregiver’s 
willingness to engage in active music making?  
● With regards to safety precautions, what is the client’s and caregiver’s 
willingness to move to the music? 
● What are the client’s and caregiver’s preferred modes of musical engagement 
besides passive receptive listening?  
● How is the client’s residence conducive or inhibitive to music-making, with 
consideration to the layout of the residence, availability of space and 
instruments, cohabitants, and neighbors?  
Clinical Vignettes 
 All of the following names and identifying information have been altered to 
preserve their confidentiality in observance to the Health Information Portability and 
Accountability Act (n.d.). 
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  Ms. Ling: mental decline and frequent falls. Ms. Ling, a Chinese woman in her 
late 60s was referred to music therapy home care by her day health center social worker 
due to being homebound, frequent falls, steady mental decline, episodes of emotional 
outburst, and her love for Chinese music videos. The social worker was aware of Ms. 
Ling’s love for Chinese pop music videos, and thought she may benefit from live music 
therapy to help with emotion regulation and reality orientation. 
● Background information. Ms. Ling resided with her husband, Mr. May, on the 
7th floor of elevated public housing in a metropolitan city. The May-Lings 
immigrated to the United States from Shanghai, China, after the Chinese 
Revolution and they spoke fluent Shanghainese, Souchounese, and Mandarin. 
Mr. May was a professional Chinese musician and still played Chinese cello 
with his friends in the local Chinatown. Mr. May was the sole caregiver of Ms. 
Ling, as their only son resided on the west coast and visited once a year. The 
May-Lings had Medicare and both of them were clients under the referring 
agency. 
● First client assessment session. This therapist phoned to speak with the spouse 
and arranged a time for him to be home. During the first assessment session, 
this therapist arrived at the residence of the May-Lings to find Ms. Ling glued 
to the TV playing an old-time Chinese pop music video. Their apartment was 
one bedroom with a walk-in kitchenette; a queen size bed was placed in the 
living room right by the TV for Ms. Ling to sit and lie on. The apartment had 
ample daylight and was slightly cluttered. Ms. Ling knew all the lyrics by heart 
as she was singing along with the video. Mr. May received this therapist at the 
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door, and informed his wife that it was time to turned off the TV so she could 
be seen. Ms. Ling muttered protest but obeyed. The session lasted 30 minutes. 
Ms. Ling’s language ability was in steady decline evidenced by her not 
recalling words and switching between Mandarin and Shanghainese when 
conversing. There was a sense of loss in her unfocused and seemingly empty 
eyes. Her attention span was poor. Her short-term memory was gone. Her long-
term memory, particularly before immigrating to the United States, remained 
intact, evidenced by her ability to recall emotional memories during the 
Cultural Revolution. The client shared some delusion about spousal infidelity, 
whispering about her spouse having a mistress and his popularity with women 
when he went out. This therapist informed Ms. Ling about the music therapy 
session, and she was allowed to continue watching the music video by her 
spouse after the assessment.  
● First caregiver assessment. Mr. May refused filling out the questionnaire, citing 
poor English and poor eyesight. He was receptive to verbal assessment. Per 
Mr. May, Ms. Ling showed rapid decline in the recent two or three years when 
she approached her 70s. Mr. May was the sole caregiver and financial 
provider; they received some financial help from their son but the burden of 
care was completely on him. Mr. May complained about his wife’s 
incontinence and the stress and burden to care for her, citing that she was the 
one to care for him for years due to his chronic medical problems. He also 
suffered from pain, high blood pressure, and other persisting medical 
conditions. Mr. May shared about his wife’s frequent falls along with her 
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mental decline. He feared for his wife’s safety when she was alone in the 
apartment, when he had to leave her for his music rehearsal in the local 
Chinatown or run errands. Mr. May requested this therapist to visit at a time 
when he can leave his wife and join the rehearsal, to which the therapist 
politely declined and encouraged Mr. May to remain for the music assessment. 
● The music assessment. From the verbal assessment, this therapist decided to 
bring the following instruments to Ms. Ling: a Yamaha keyboard, a few 
Chinese bamboo flutes, a darbuka drum, and some small, hand percussion 
instruments. A week later this therapist phoned Mr. May to arrange the home 
visit for music assessment. Upon arrival, Ms. Ling appeared disheveled and 
anxious. She was nonverbal. The TV was off and she was attempting to get up 
from the queen bed, showing unsteady gait and poor balance. Mr. May was 
stressed by his wife’s repeated attempts to get up, reporting that she couldn’t 
be seated and her wandering often resulted in fall. This therapist at first 
attempted to engage the client with drumming by presenting her with the drum 
and hand percussion, guiding her hand over hand, and singing familiar rhymes 
that this therapist overheard from her music video during the first assessment. 
However, the client was not interested in drumming and persisted in trying to 
stand up. This therapist presented the client with a Chinese bamboo flute and 
invited Ms. Ling to recall her favorite songs, which kept her seated and 
attentive for a few minutes before she tried to stand up again. This therapist 
then suggested that Mr. May assist Ms. Ling with the rolling walker. Ms. Ling 
ambulated around the apartment while this therapist clapped hands to the 
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rhythm of Ms. Ling’s gait and chanted. Ms. Ling ambulated with shaky legs 
and uneven gait from living room through the kitchenette and the foyer, back 
to the living room and fell onto the bed. She tried to get up again, and at this 
point the therapist asked Mr. May to play the music video on TV. When the 
video was on, Ms. Ling was distracted and she froze in a half-push position on 
the bed while watching the TV. Mr. May was frustrated by his wife’s behavior 
and quickly excused himself to another room. This therapist sat with the client 
until the end of the session.  
A music therapy assessment report was submitted to the referring social worker 
and entered in the electronic medical records (EMR):  
The client was assessed at the 1400 hour on this month, this date, and this year for 
referrals for music therapy to address frequent falls, steady mental decline, and 
episodes of emotional outburst. Spouse being the primary caregiver was present 
and declined the caregiver stress questionnaire. Information derived during 1:1 
interview.  
 Client was alert and oriented to self, person, place but not to time with 
poor attention span and no focus. Voice normal, speech disorganized, thought 
process disorganized with delusion of spousal infidelity. Poor eye contact. No 
complaint of pain. Wandering observed during assessment; unsteady gait due to 
lower extremity (LE) weakness evidenced by legs shaking and falling within 50 
feet of ambulation with rolling walker. Wandering can be manageable with 
rhythmic clapping and coaching with total assistance as client responded to steady 
beat from the external stimuli. No safety awareness. Desensitization of preferred 
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music observed as client was immersed in familiar songs for long without 
improved mental capacity or short-term memory. (Desensitization of familiar 
music can happen to persons who are overstimulated for prolonged period of time 
without a break, as the person’s attention seemed “turned off” in order to reset its 
focus and regain control of its faculty; this was evidenced despite immersion of 
familiar music Ms. Ling seemed aimless and lost.) Client did respond to 
frequently changing stimuli and can be structured with a short burst of focus. 
Client at times does not recognize her spouse.  
 Spouse voiced need for additional support due to age, caregiver burden, 
and medical condition. Spouse was receptive to music therapy intervention for 
behavior modification and safety awareness. Caregiver stress communicated as 
being alone with client, old age, and poor health. Caregiver disclosed that the 
client is homebound due to wandering and fall risk, and that he cannot manage 
her in public; taking her to appointments with specialist, despite car service from 
(this agency) poses a great challenge. Caregiver strength observed as caregiver 
maintained social interaction with his professional musician circle and frequently 
engages in group activities outside of home.  
 Per comprehensive music therapy assessment with the client and 
caregiver, the client may benefit from music therapy to address mental decline, 
emotional outbursts, and frequent falls. Primary caregiver can benefit from 
psychoeducation on timed use of music video, selection of songs, and rhythmic 
cuing to improve reality orientation and safety awareness. Recommendation: 30 
minutes/week for eight weeks to monitor falling and provide caregiver support. 
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Long-term goals (LTG) are to (a) educate the primary caregiver about effective 
music intervention to improve reality orientation and safety awareness,  
(b) regulate the client’s emotions with music, including familiar songs, and  
(c) establish rhythmic movement protocol to strengthen lower extremities (LEs) 
and address fall risk. Short-term objectives (STO) are to (a) engage the client in 
various kinds of music with the primary caregiver no more than three to five 
minutes at a time, two or three times per session, (b) select appropriate music for 
LE movement and exercise with client and caregiver, (c) engage the client in 
music other than vocal songs or singing two or three times per session. Review 
LTG and STO in two months with team and caregiver.  
 Ms. Fat: Postoperative pain, weight loss, and social isolation. Ms. Fat, a 
Chinese woman in her 70s, was referred for music therapy home visits by her physical 
therapist due to abnormal postoperative weight loss, back pain, and social isolation due to 
being homebound. The referring clinician was concerned about Ms. Fat’s emotional well-
being due to being homebound, in pain, and recovering from back surgery, and would 
like music therapy home visits to help Ms. Fat to feel better emotionally, and receive 
socialization and outside stimulation. 
● Background information. Ms. Fat immigrated to the United States in the early 
1970s from Fuchou province. She was a fisherman, illiterate and spoke only 
Fouchounese. Once arrived in the metropolitan city in the U.S., Ms. Fat 
became a street merchant and made her living selling groceries until her 
physical health declined and she could no longer walk. Ms. Fat is widowed. 
She resides alone on the second floor of elevated public housing. She has two 
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home health aides who are her professional caregivers. The two home health 
aides (HHAs) split the shifts of five days and three days of 24-hour shifts, 
because Ms. Fat requires total assistance with ADL such as feeding, toileting, 
and bathing. Her son-in-law resides in a nearby housing complex and visits 
daily. Ms. Fat has Medicare and Medicaid. 
● First assessment. This therapist called the client’s HHA to schedule for 
assessment. HHA “E” was the five-day caregiver and spoke little Mandarin; 
she communicated with the client via Cantonese and some Fouchounese but 
admitted that sometimes she couldn’t completely understand the client. The 
client’s one- bedroom apartment was cluttered but kept clean and well 
ventilated. She was seen at the bedside in supine position on an elevated 
hospital bed; left lateral side of her back had been operated on and she could 
not turn by herself. Via HHA translation, Ms. Fat showed intact short-term 
memory and long-term memory, with the mental capacity to organize and 
present thoughts congruently and logically. She commented that she 
remembered this therapist’s visiting schedule and told this therapist she was 
looking forward to the music therapy home visit. Ms. Fat spoke about the 
recent weather and recent visits from her physical therapist that made her 
happy, evidenced that Ms. Fat desired social interaction and visit from others. 
Ms. Fat complained about pain in her back and demonstrated her desire to get 
well by her range of motion exercise. Despite language barriers, pain, and 
social isolation, Ms. Fat conveyed high energy and eagerness to work with 
music therapy to improve her physical condition and receive social stimuli. 
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According to the HHA, Ms. Fat was willing to do anything to get off the bed 
and move around.  
● First caregiver assessment. With very limited Mandarin-speaking skills, HHA 
“E” declined the caregiver burden questionnaire due to being non-English 
speaking. She was receptive to psychoeducation and additional support. HHA 
“E” shared that Ms. Fat can be a difficult client at times, either being verbally 
abusive or resistant to care. “Not listening,” as she plainly put it. HHA “E” 
resides far from Ms. Fat’s residence where she spent five days a week caring 
for Ms. Fat. “E” is widowed and has an adult son who resides with her. “E” 
said that the work is hard, but she needs the money and was grateful to have a 
job.  
● First music assessment. From the verbal assessment, this therapist determined 
that Ms. Fat will benefit from a wide variety of musical activities designed for 
sensory motor stimulation and engage her mind. This therapist brought the 
following instruments to Ms. Fat: a battery-powered Yamaha keyboard, a hand 
drum, a guitar, several maracas with handles, egg shakers, and a tambourine. 
This therapist phoned next week for music assessment and saw the client at her 
bedside. Although not having a TV and being illiterate, Ms. Fat was highly 
engaged by this therapist’s choices of musical activities from playing the 
Yamaha keyboard, drumming, and shaking the tambourine to a musically-
assisted range of motion exercises with the low resistance stretch band 
provided by the client’s physical therapist. In the session, this therapist 
observed Ms. Fat’s improved mood, improved verbal and facial expression, 
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and her HHA “E”’s support and collaboration to enable the client to gain 
access to play the instrument. Her HHA was present and attentive during the 
entire session, necessary for translation.  
This sample music therapy assessment was presented to the Department of Rehabilitation 
and entered in EMR. 
Client was seen at 1100 hour on [date] by [music therapist] due to abnormal 
weight loss post-op, back pain, and social isolation. HHA present during 
assessment and translated. Client was alert and oriented to self, person, and place 
with periodic forgetfulness. Her thought processes were organized and speech 
was rushed and clear with linguistic characteristics intact. Voice normal. Full 
range of affect and attention span present. Able to focus on unfamiliar activity. 
Pain reported 10/10 in lower back due to surgery. Client was friendly and 
energetic. Client was seen on hospital bed in supine position. Range of motion 
demonstrated on upper extremities (UEs) and lower extremities (LEs), fine motor 
compromised due to arthritis as reported by client (“can’t use chopsticks well”).  
HHA reported her shift being five days/week presently, split with another HHA. 
HHA was friendly and receptive to music therapy. Caregiver stress questionnaire 
was declined due to language difference.   
 Client responded to all music therapy interventions and was willing to 
participate in piano playing (became bored after a few minutes of blues 
improvisation), guided drumming/call & response, vocal toning (“I can’t sing”), 
and especially to musically-assisted range of motion exercise on UEs and LEs. 
She clapped and laughed about this therapist’s selection of music, which was a 
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mix of Motown, gospel, blues, and jazz. Therapist asked the client to demonstrate 
the music of her cultural background, and the client proceeded to sing a snippet of 
the Fouchounese rhymes about matchmaking and marrying off to her husband. 
Although the song lacked intonation and was of speaking quality, it had rhythm 
and phrasing; client’s singing showed that her long-term memory was intact and 
that the client has the inner resource to take risks. 
 Based on the outcome of the assessment, the client is recommended for 
music therapy home visits for at least 45 minutes/week for 12 weeks with the 
following LTGs & STOs. The LTGs are (a) pain reduction, (b) increased 
socialization, and (c) improved mood. The STOs are (a) client will identify at 
least one effective music therapy intervention during the course of treatment by 
telling this therapist what part of the session made her feel better, (b) caregiver 
and the family members will participate in the music therapy session by invitation 
to improve socialization at least one time, (c) client will experience improved 
mood evidenced by affect and body language, and (d) client will report decreased 
pain during pain management session.    
Ms. Liu: psychosis and wandering. Ms. Liu, an Asian woman in her 60s, was 
referred to music therapy by her social worker due to not sleeping at night, wandering, 
psychosis, depression, and being homebound. The social worker would like Ms. Liu to be 
less depressed, to increase mood, and to have social stimuli. 
● Background information. Ms. Liu was widowed and immigrated from a 
southeast province of China to the United States in the 1970s. Her work 
history was unclear. Her son’s family resided in the suburb of the 
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metropolitan city and he visited occasionally. Ms. Liu held resentment over 
the fact that her son refused to have her to move in with his family; the son 
had disclosed to the social worker that his mother’s psychosis puts his young 
children at risk and he cannot trust his mother being alone with his children 
and wife because they cannot handle her emotional outbursts and erratic 
behavior. Ms. Liu had a history of non-compliance to medication. She did not 
sleep at night, but wandered around and required 24/7 HHA supervision for 
her safety. Functionally, Ms. Liu was not able to cook nor care for herself; she 
was on high fall risk. She had two live-in HHA who split the shift in order to 
cook for her, bath her, and keep her from wandering in her apartment building 
with front desk security in an upscale neighborhood. Ms. Liu was homebound 
due to declined mental capacity, wandering behavior, and was at risk of 
falling.  
● First assessment. The therapist phoned the HHA to schedule the assessment. 
Upon arrival, Ms. Liu was observed to be watching a music video on TV. The 
HHA turned off the TV and Ms. Liu did not protest. Ms. Liu appeared to 
welcome this therapist, evidenced by complimenting this therapist’s looks. 
Ms. Liu’s verbal comprehension has declined although she claimed she spoke 
Mandarin, she needed translation most of the time. The HHA spoke 
Cantonese with her and was present during the session as a translator. Ms. 
Liu’s attention span was poor and she was fidgety. Ms. Liu was holding 
transitional objects—a doll, one glove, and a piece of a garment—and was 
fussing over them. Ms. Liu did not show understanding of questions nor 
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answered according to the questions. Her mood was calm and pleasant, and 
she wandered around her apartment, often times trying to pry the front door 
open. However, she was not strong enough to disengage the safety bolt and 
therefore, the HHA was able to keep her inside. Ms. Liu’s demeanor appeared 
feminine, melodramatic, and elusive. She showed interest in music therapy 
and openness to learn to play piano.     
● First caregiver assessment. HHA “Judy” was originally from China and spoke 
Mandarin, Cantonese, and a little English. She declined the caregiver burden 
questionnaire due to “not read English.” Judy appeared to be the predominant 
HHA for her client; she often times had to wrestle with Ms. Liu to prevent her 
from charging out of the door, or getting her out of the bathroom where Ms. 
Liu was “hiding.” Judy complained about Ms. Liu not sleeping at night, which 
made Judy sleepless. Judy’s shift is five days and she sleeps on the client’s 
sofa when she is on duty. Judy’s children are working adults, and she has a 
steady boyfriend. Judy seemed to have adequate outside support to cope with 
caregiver burden.  
● First music assessment. Since Ms. Liu and Judy both voiced desire to “play 
piano,” this therapist brought the following instruments to the client’s 
residence for the music assessment: a battery-powered Yamaha keyboard, a 
guitar, several Chinese bamboo flutes, small hand percussion instruments, and 
a portable DVD player with DVDs loaded with Chinese pop songs from the 
1940s, 1950s, and 1960s. Ms. Liu was receptive to play the keyboard. 
However, her attention span was short, and when her focus shifted she could 
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not be redirected back to the keyboard. Therapist then tried to distract Ms. Liu 
by presenting her with small hand percussion instruments, but she got up and 
started wandering around. At this point, the therapist put on a pop song, and 
started moving in a way of dancing around Ms. Liu. Ms. Liu laughed and 
started moving her body to the rhythm and danced around the apartment. Ms. 
Liu came back to the sofa and broke down in tears, saying, with Judy 
translating, that her son abandoned her after all these years and that she was 
very sad. Therapist supported with the Chinese song “Mother is the Best in 
this Whole Wide World,” which Ms. Liu sang along and stopped crying. Judy 
then suggested Ms. Liu to return to playing the piano, but Ms. Liu couldn’t be 
redirected and decided to wander back to her room where she proceeded to 
empty her drawers. This music therapist followed the client to her room while 
Judy tried to stop Ms. Liu from throwing all her clothing onto the floor. This 
therapist invited Ms. Liu to come dance again, and played another song with 
waltz rhythm. Ms. Liu started waltzing around and lingered in the front 
entrance. At the end of the session, this therapist had to wait for Judy to get 
Ms. Liu seated before departing, as client was saying goodbye, lingering at the 
front door and trying to elope.  
A music therapy assessment was presented to the social worker and therapeutic 
recreation specialist.  
Ms. Liu was alert and oriented to self, person, and place after lunch when this 
therapist visited. She was pleasant and friendly upon approach. Ms. Liu had 
primary education and can read the newspaper. Her pastimes include watching 
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music videos such as pop songs from 1950s and 60s in China and Cantonese 
opera, and taking a walk in the park nearby her residence. During the music 
assessment, Ms. Liu showed interest in playing piano and musical instruments, 
evidenced by following the verbal directives and improvising on the keyboard 
while this therapist supported with a beat and left-hand accompaniment. Her 
affect brightened when engaged in dancing to recorded music. Ms. Liu was not 
inclined to use her voice in clinical improvisation. 
 The HHA was highly supportive of the client and was present during the 
treatment. The HHA appeared to be directive of client, often times verbally 
instructing and preventing client from wandering. The HHA reported needs for 
additional support to assist Ms. Liu with a walk in the park, as Ms. Liu can move 
fast and wander off.  
 According to the findings of the assessment, Ms. Liu is recommended for 
music therapy home visits 30 minutes/week for eight weeks until sleeping, 
wandering, and mood improve. The LTGs are: (a) client will improve mood,  
(b) client will express self by participating in musical activities for more than five 
minutes (duration of clinical improvisation) at a time, and (c) the HHA will 
receive in-service on effective music interventions to address sleepless behavior at 
night. The STOs are: (a) to improve mood, client will identify at least one 
preferred musical activity during the session, (b) for social interaction, client will 
participate in various musical activities with therapist and the HHA at least three 
minutes (duration of a song) at a time, and (c) for wandering behavior, client will 
respond to musical cues provided by music therapy and follow verbal directives 
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during a supervised stroll. In order to observe and assess client’s potential to 
respond to music therapy techniques, this therapist will consider assisting with 
HHA to supervise the client’s stroll.  
Suggested Assessment Outline 
The following outlines are suggested for organizing data from a music therapy 
assessment conducted at the homes of older adults. The evaluating therapist is suggested 
to use discretion when including or omitting items based on the reason for referral and 
client functioning. Relating to Isenberg-Grzeda’s (1988) parameters for defining a music 
therapy assessment instrument, this dual-assessment method is based on a close-knit 
interprofessional healthcare team working together, with shared access to electronic 
medical records (EMR) and occasional co-treatment sessions when governmental policies 
allow and reimburse such practice. Due to the institutional policy for accessing the 
electronic documentation system at that time, the music therapy department was in sync 
with the institution and abandoned written documentation. Appendix A represents a 
sample assessment in electronic form with drop-down menus, check boxes, and blanks to 
fill in. This form can contain additional information, however, a one-page paper form 
may appear less organized than those forms intended for handwritten purpose.  
Demographic Information 
A. Client 
● name & what he/she prefers to be called. 
● languages the client speaks, writes, reads, and understands 
● occupations, past career, and work experience  
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● primary familial information such as age, birth date, place where the person 
was born, birth order, family in which the person grew up, and the countries 
and regions the client resided before settling in the current residence 
● contact information for next of kin, power of attorney, and how is the client 
related to next of kin or power of attorney 
● views on religion and spirituality 
● What is the client’s understanding of his or her own illness and expectation of 
music therapy? List diagnoses and medications if pertinent. What is client’s 
understanding of his or her reason for referral? What does the client expect to 
accomplish with music therapy? 
● medical precautions such as allergies, high blood pressure, pain, open wounds 
or bedsores, and contact diseases. 
B. Caregiver 
● name and the preferred way to be addressed. 
● How is this caregiver related to the client? If not related, how many caregivers 
are involved in caring for this client? (their shifts, hours, and contact 
information) Are there additional caregivers besides this caregiver? What is 
their contact information? 
● caregiver needs, health, and burden. How is the caregiver’s health, finances, 
personal life, and family situation, and how do they affect caregiver’s ability 
to care for the client and perform self-care? What are some of the challenging 
aspects of caring for the client? What help does the caregiver wish he or she 
could receive?  
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● caregiver morale, values, belief system, and view on caring for the client.  
● caregiver resources. How does this caregiver spend his or her free time? How 
does this caregiver perform self-care?  
Reasons for Referral  
1. Medical  
a. functional decline: detail specific areas such as upper or lower 
extremities, range of motion, weight shifting/weight bearing, or 
activities of daily living 
b. pain: specify location, intensity with 0–10 scale, frequency, present 
pain management, and medications 
c. shortness of breath 
d. Parkinson’s Disease 
e. stroke rehabilitation 
f. aphasia 
g. other medical reasons for referral 
2. Behavioral 
a. non-compliance to medical advice 
b. dementia due to Alzheimer’s, Parkinson’s or non-specified delirium 
c. psychosis 
d. other behavioral reasons for referral 
3. End of Life 
a. poor quality of life such as hopelessness, despair, and resentment 
b. depression 
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c. other 
Music Therapy Assessment 
1. Check off both client and caregiver if they are:  
● actively participating: note verbal sharing, moving body, facial 
expression, small movements or large movement in range of motion, 
speed, intensity, and duration  
● passively participating: note non-verbal expression and receptive 
listening. Note client’s and caregiver’s comfort levels in the least 
structured activities such as free improvisation, free singing, and 
movement and adjust accordingly to the most structured activities such 
as sing along/play along, call and response, song writing, and name 
that tune. 
● not participating: withdrawn, not responds verbally or nonverbally, 
lack of eye contact/reaction 
● Note if participation is congruent to the music and verbal instruction or 
not. For example, client excitedly waving and kicking during guided 
imagery with soft and slow music can be incongruent unless otherwise 
instructed.  
2. Describe interaction during assessment with the language and terminology 
used by the interdisciplinary healthcare team. 
 medical 
 behavioral 
 end of life 
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3. Note power dynamics between caregiver and client.  
4. Based on the reason for referral and the assessments, establish general long-
term goals and quantifiable short-term objectives reflective of the client’s and 
caregiver’s needs and abilities. Consult your insurance billing instructions 
accordingly for billable treatment.  
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CHAPTER 4: DISCUSSION, CONSIDERATION, AND REFLECTION  
Discussion 
 This writer advocates for a dual-assessment method of the client and the home 
caregiver, because this method not only assesses and addresses the quality of care for 
homebound clients but also the quality of life for the home caregivers and family 
members. Older adults who reside at home often have a diminished capacity to remain 
autonomous and independent during illness. In order to provide quality care to the 
homebound older adults who may no longer be an independent receiver of the healthcare 
service, the healthcare professionals began to recognize the importance of inclusion and 
training of family caregivers as an integral factor to the client’s wellbeing at home (Beer, 
2016; Hanser et al., 2011; Levine, 2016). Since the 1990s, there has been a humanistic 
shift of clinical paradigm from strict, professional boundaries to incorporating and 
involving family caregivers in caring for homebound clients receiving professional 
healthcare. On the subacute rehabilitation team of which this writer was the staff music 
therapist, the department required the treating clinicians to perform transition of care with 
the patient’s caregiver prior to discharge from the rehabilitation hospital in order to 
ensure continuation of care by professional and family caregivers. Bull et al. (2016) 
found that family caregivers who received support and training from professionals 
reported reduced caregiver stress and reduced incidence of delirium in older adults. 
Dealing with family members has not been an easy task in patient care. Some family 
members find it unacceptable to be called a caregiver because they are spouses, adult 
children, or friends, but do not consider themselves to be health care professionals 
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(Levine, 2016). At times, a conflict of interest may be involved when patient care falls 
into the hands of family members who need help themselves, financially and healthwise. 
Some may feel burdened and stressed when they perceive music therapy in-service and 
guidance to be an added responsibility that places more demands on their daily 
caregiving tasks (Hanser et al., 2011). It is this writer’s belief that the clinicians should 
strive for communication and hands-on education of the family members about patient’s 
condition, using the most up-to-date care practices, and should also monitor the family 
member’s ability to soundly care for the client.  
Considerations    
Before a music therapist embarks on the task of conducting home-based music 
therapy assessment for homebound older adults, a few considerations are necessary, 
which are illuminated by the literature and from this writer’s professional experience. 
These considerations include the first contact with the client and caregiver, adaptation of 
the assessment to fit the client’s mental and physical functioning, the therapist’s personal 
safety and traveling, and the logistics of instrument transport to and placement in the 
client’s home. Most of all, a skilled music therapist should consider adapting the music 
therapy assessment approach according to the impression of the client and caregiver from 
the verbal assessment by selecting appropriate assessment activities, planning activities 
with various degrees of difficulty, and structuring the activities in the order best suited for 
the client and the caregiver in order to involve the client in a holistic musical healing 
experience. Groen (2007) suggested focusing on the patient’s level of debility and 
specific needs when discussing the music therapist’s assessment method and treatment 
planning. 
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 Structured versus unstructured. Loewy (2000) emphasized the importance of 
the format of a music therapy assessment as it is determined by the client’s level of 
functioning and ability; the therapist may provide a structure or free flow with a musical 
ritual to assist with the stress and anxiety of the initial contact. Loewy (2000) gave 
examples of the warm-up structure and goodbye theme, emphasizing how musical form 
can be grounding and inviting, despite the feeling of anxiety that is often stirred up in 
beginning and endings. Structured approaches may be easier for the client to follow due 
to repetition and the human brain’s tendency to recognize forms and patterns and create 
groupings. Musical forms such as the blues, even meters, repetition, fill in the blank, and 
familiar tunes can be easy for clients to identify and follow. Songwriting and lyric 
analysis take time and may not be the best techniques for assessment. However, for high 
functioning musical clients, these two techniques can generate interest and elicit 
responses. For example, functional songwriting can be the least structured when starting 
out with a snapshot of life or a fantasy; it can be most structured when substituting words 
and fill in the blank in a familiar song. Functional songwriting can test a client’s long- 
and short-term memory by asking about the lyrics, and substituting with words of recent 
events, such as items eaten during breakfast.  
 The assessment. As this dual-assessment model is intended for older adults, this 
author concurs with Churchill and McFerran (2014) that the assessment should be 
adapted specifically to the context, facility, and population of each working therapist. In 
this way, the assessment becomes a concise tool to share and to model. While existing 
policies and regulations put financial limits on the time of the day and the number of 
visits provided that can be considered an assessment, Churchill and McFerren (2014) 
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proposed a multi-assessment approach, such as multiple assessment sessions scheduled 
for short duration of time and a higher frequency of visits at the time of the highest 
energy. Munk-Madsen (2001) recommended that music therapy assessment to take place 
over three to four sessions for persons with dementia. However, this author would like to 
suggest a different time of the day, instead of the time of the highest energy, to allow 
observation, interaction, and evaluation of the caregiver-patient dynamic for those who 
are referred due to non-compliance to treatment and behavioral outburst problems in 
order to observe and assess the interaction in music therapy.    
Horne-Thompson (2003) indicated the way the therapist enters a client’s 
residence can determine whether the patient would accept or refuse treatment. For this 
writer, the contacting phase began when the phone call was made to the client’s residence 
to request an appointment. It was this writer’s experience that, in addition to scheduling 
an appointment at the patient’s preferred time, it is always helpful to place a reminder 
phone call the day before the visit and on the day of the visit. If one needs to leave a 
voicemail, it can be as simple as the healthcare services one represents and the time of the 
arrival. There were times when this author called to schedule an assessment only to 
encounter dialect-speaking family members or a home health aide answering the phone. 
In a situation when a language barrier is imminent, a translator should be utilized to 
ensure understanding of the initial meeting. 
Reflection and Recommendations 
 Reflection. Regarding the various terms used to describe the healthcare services 
that take place in the home, I decided not to interpret the terms by selecting one term to 
represent all of them in my writing for many reasons, besides the fact that terminology 
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was not the focus of this thesis. I consider it important to preserve the authenticity of the 
words used by the international community of healthcare practitioners and scholars. Their 
choice of words reflects not only the time when the articles were written but also 
represents how they conveyed the knowledge of a shared, common interest from their 
respective professions, whether English was their official language or not. Home care can 
be deeply personal and has a long cultural association with the non-Western part of the 
world where English is not the dominant language. Understanding how  westernized 
healthcare professionals name home care can illustrate how they approach it. Although 
some terms such as domiciliary care or assertive outreach may be outdated, a 
consideration of the countries where these terms are used may reveal implications of the 
local culture of healthcare practice and can determine how home care is re-implemented 
from outside the home back to the home. 
Conducting a thorough music therapy assessment for older adults and conveying 
the findings pertaining to the clinical interest of the interprofessional healthcare team is 
challenging. Not only it is difficult to pinpoint exactly which music therapy activity 
collects which assessment data, but there is a lack of literature on how the music therapy 
assessment is conducted. Because music therapy is a process-oriented treatment requiring 
time and repetition to take effect, the first impression during an assessment session does 
not necessarily depict the entire scenario of the client’s needs and wants. I was humbled 
after having researched on the database to realize the complexity of the task of 
conducting a music therapy assessment with older adults at home. Reflecting back, I 
would have tried acting as a piano teacher evaluating a new student’s skills and potentials 
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during the first lesson using the therapeutic skills of a supportive psychotherapist to elicit 
maximal response and establish confidence.  
Just like any craft that improves after considerable time and effort is invested, 
being able to confidently assess a homebound music therapy client was not easy in the 
beginning. Some of the research articles reminded me how careful and insecure I was 
with the home visits when they were first referred. The language my rehabiliation 
colleagues used on the referral form was of no relevance to music therapy experiences, 
and I searched through my client’s medical records and my coworker’s use of a 
standardized testing battery to learn about the precautions of conducting certain music 
therapy activities that might cause pain and orthostatic hypotension. When I became 
fluent in the professional jargon used by the referring clinicians, I had to refrain from 
using their language to a certain degree so not to sound as if I was practicing physical or 
speech therapy. I was required to walk a thin line between communicating music therapy 
information with medical terms and sounding like I was outside of the scope of practice. I 
frequently referred to the Scope of Music Therapy Practice (AMTA, 2015) to ensure that 
my clinical practice was within the scope, and when in doubt I also consulted the Code of 
Ethics and Standards of Practice found on the website of American Music Therapy 
Association.  
Something I didn’t expect to find in the database search was a number of research 
articles written by the nurses, social workers, and physicians about the benefits of music. 
Music therapy was not mentioned but they discussed music from the standpoints of 
personal enjoyment, recreation, and entertainment; these articles concluded with 
encouragement for other nurses, social workers, and physicians to use music in their 
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practice and named a few benefits one can expect when using music with their patients. 
Although I chose not to cite their articles in my thesis, I understood more about the 
importance of music therapy advocacy with and in-services for our colleagues at work, 
and I think music therapists bear the responsibility to in-service our coworkers and 
employers about music therapy. As Hughes (1993) stated, comprehensive assessment 
requires theoretical knowledge and skills of the trained practitioner—in this case the 
music therapist.  
Recommendation. Having gained a deeper understanding of the challenges of 
conducting a music therapy assessment in the clients’ homes, for future studies this 
author recommends a collection and comparison of the most popular, home-based music 
therapy assessment techniques and strategies used by the evaluating music therapists, 
rated by the clients and caregivers, and compiled anonymously online via third party. The 
study can be an online questionnaire for evaluating music therapists who conduct 
assessments at clients’ homes, starting with the question: what did you do to assess your 
patient today? At the same time, a quick post-assessment checklist of the client’s favorite 
part of the assessment can inform the music therapy field of emerging preferences of 
music therapy clients and their families, perhaps with demographic distinctions. Knowing 
what assessment techniques worked with the clients may facilitate better time 
management and treatment planning prior to making the first home visit. Identifying 
these techniques may lead to the next step of unifying the language for presenting the 
findings to non-music therapy clinicians across the fields of mental health and medicine. 
The reason for referral and the client’s pre-existing conditions which led to the referral 
become a part of the home-based music therapy assessment.  
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 The home-based music therapy assessment approach is more involved than what 
was discussed in this writing. What is common among all music therapy assessment 
techniques, as this therapist has come to realize, is the way the elements of music 
resonate with the essential human experiences: pitch, melody, harmony, rhythm, tempo, 
beat, duration, grouping, division, extension, dynamics, words, sounds, and silence. Each 
of these elements intertwines with our senses of sight, sound, smells, touch, taste, time, 
contrast, proprioception, emotion, and memory. Music is a gestalt, and so are our lived 
experiences. By accessing and understanding these musical elements, connections are 
made and music therapists are able to present unique contributions to the wellbeing of the 
clients in need of care and support. 
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APPENDIX A: SAMPLE HEALTHCARE SERVICES 
MUSIC THERAPY ASSESSMENT SAMPLE 
 
Assessment Date: YY/MM/ DD Time: 00:00 AM/PM 
 
PART I Client  
CLIENT is alert / drowsy / unconscious, responsive / unresponsive,  
mobile / require assistance: ____ / bedbound, verbal / non-verbal:  
(Non-verbal client: complete Part II) 
 
Client Name: __  Ethnicity: __ Gender: __ Birthdate: YYYY/MM/DD   
Birth Place: __ 
Primary Language(s): __ Highest Education Completed: __ Occupation: __  
Religion, if any:___  
Precaution such as pain / high blood pressure / bedsore / dietary restriction / drug side 
effect: __ 
Client’s Understanding of Music Therapy: none / some: ____ 
 
PART II Non-verbal Client 
Does client have official diagnosis of speech impairment? aphasia / stroke / dementia / 
other:_____ 
Eye contact: __ Focus: __ Attention: __ Hearing: bilateral / hard of hearing / normal 
Non-communicative / communicative via gesture, head nod, and facial expression: ___  
Existing vocal ability: vocalize / throat sound / can articulate / can repeat / has vocal 
range: high– low /    Note: ___ 
 
PART III Caregiver 
Caregiver Name: __ Relationship to the Client: __ Caregiver’s Highest Education 
Completed / Occupation: __  Religion: ___ 
Caregiver’s Emergency Contact: ___ 
Secondary Caregiver’s name and contact info, if any: ___ 
Caregiver’s Understanding of Music Therapy: ___ 
Did caregiver complete the assessment questionnaire? y/n: why not: ________ 
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PART IV Music Assessment    Date: YY/MM/DD   Time: 00:00 AM/ PM 
The order of assessment was most structured to least structured due to: ____ 
 
LEAST STRUCTURED: singing, instrument playing, moving to music either seated or 
standing, free improvisation on voice or instruments 
 
 Client Caregiver Note 
(narrative) 
Participation indicator: 
Attention & Focus 
Eye Contact 
Sitting Facing the 
Therapist 
y/n, note strength y/n, note response to 
client 
(Information 
in here can 
be narrative,  
Participation – frequent / 
only when prompted / 
refused 
y/n/how? need 
verbal prompt? / 
actively / 
passively / 
refused? 
 yes/no, 
checklist  
Breath Support during 
singing 
  or pull-down 
menu  
Memory / LT ST signs of intact 
short-term 
memory / how 
long ago— the 
long-term 
memory  
 in electronic 
form) 
 
STRUCTURED: blues improvisation with drums or keyboards, clapping/tapping, or 
choreographed movement, sing a song for the therapist, pick a song for the therapist and 
caregiver to sing together, take a solo or improvise a word during the improvisation 
 
 Client Caregiver Note 
(narrative) 
Instrument(s)/Vocal note preference, 
y/n 
  
Participation level:  
Complete engagement 
Sporadic participation 
y/n, note title of 
song used. 
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Participation with 
maximum/ minimal verbal 
prompt 
   
 
MOST STRUCTURED: receptive listening of client’s familiar music, fill in the blank on 
functional songwriting, call and response with client’s familiar tune, name the tune and 
sing along, play the beat to a tune, verbal processing of familiar songs  
 
 Client Caregiver Note 
(narrative) 
Listening to a song y/n y/n (name of the 
song) 
Identifying familiar 
music 
can client provide an 
example of preferred 
song / music?  
  
Fill in the blank “You are my sunshine, 
my only _______.” 
  
keep a beat in time, 
macro and micro 
body sway left to 
right? tapping of feet? 
head bob? clapping? 
  
 
RESULTS: (the following can be a drop-down menu in the electronic form. If client is 
not recommended for music therapy, rationale should be stated and communicated to the 
referring clinician in writing.) 
 
Client does / does not benefit from music therapy evidenced by ___. (Descriptive 
assessment which may help explain the result and understanding client’s musical 
behavior). 
Based on the result of the assessment the client is recommended for short-term/long-
term music therapy _ times / _ minutes per week for  _ weeks to address the following 
goals: 
 
Long-Term Goals: (set pertaining to referral) for example 
1. Improve mood 
2. Increase self-expression 
3. Reality orientation 
 
Short-Term Objectives (set pertaining to frequency and duration of session) 
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1. Patient will identify preferred music therapy activity and show improved affect/ 
more animated body gesture/less monotone in speech 
2. Patient will verbalize feeling and desires and express needs and wants. 
3. Patient will identify faces of family members in the photo and know where he/she 
is, what date it is, and who he/she is with.  
 
Caregiver _(Name)___ does not benefit/can benefit from in-service/ music therapy 
joint session with the client to address client behavior management/caregiver burden/ 
open communication. Future session will be determined upon re-evaluation at the 
completion of treatment.  
 
Evaluating Therapist & credential: _______________ Date: _______________ 
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APPENDIX B 
 
RECOMMENDATIONS FOR HOME-BASED MUSIC THERAPY PRACTICE 
Safety First 
Home-based practice requires clinicians to treat patients in an isolated, intimate 
environment unfamiliar to the clinicians. The home environment is not a clinical 
environment where the therapist has advantageous authority and government-regulated 
safety standards such as bright overhead lighting and cleanliness. At the patient’s home, 
the clinician is a guest and at the disadvantage of the geography, layout, and the 
understanding of potential hazards. Therefore, when making a home-based assessment, 
the clinician should also assess the location of the residence and the vicinity. As a general 
rule, all treatment should be conducted during broad daylight with very few exceptions. 
Environmental hazards can include unkempt residential buildings, clutter, and 
sanitary factors. This author once assessed a homebound older adult who resided under a 
Mahjong parlor where cockroaches were visibly seen crawling on the furniture during the 
assessment. At another time, this author assessed a homebound older adult inside a 
rented, dark closet in an apartment. Not only was the space claustrophobic for the 
clinician, the patient, and her home health aide, it was hazardous to all because the person 
used the headspace for storage, which was held together with cardboard and string. This 
author would like to remind all therapists in home-based practice to protect oneself first 
from the unregulated, unexpected, and fast-changing nature of the non-clinical home 
environment, and to take care not to be the agent of spreading communicable disease 
within the community.  
96 
 
 
 
Musical Instruments 
 While a guitar seems to be the preferred portable music therapy instrument in the 
United States, musical instruments such as keyboards and drums can be used to assess a 
client’s functional ability in hearing, fine motor, gross motor, and range of motion skills. 
A battery-powered, portable keyboard with a built-in drum machine can be valuable in 
engaging the client in movement and improvisation while keeping a lively beat. A 
keyboard’s light weight allows it to be placed on top of an arm chair or table, eliminating 
the need for a heavy keyboard stand. Showing interest in playing the keyboard can be a 
sign of ego strength and a way to work through depression or hopelessness. Being able to 
follow verbal directives by the therapist can be a sign for desire to improve oneself, and 
indicative of hand-eye coordination and multitasking. Being able to play together with 
the therapist on the keyboard can be a sign of tolerance for cooperation and intimacy and 
an intact feedback loop to listen and produce. Drums and hand percussion can be a tactile 
experience for those who are sensitive to touch, and drums are often played with 
drumsticks in many cultures instead of bare hands. Besides drumming, human body parts 
can work as percussive instruments as long as there is no pain or discomfort. Using one’s 
body as a musical instrument can be an unfamiliar and intimate experience for some 
clients. 
Traveling with Instruments  
 In addition to choosing which musical instruments to bring to client’s residence, a 
logistical step to consider before making a home visit is how to get the instruments there. 
Traveling by car allows the therapist to transport instruments as long as parking and 
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getting the instruments in the door requires little effort. If not traveling by car, from this 
therapist’s experience of making home visits in a metropolitan city, traveling by foot, 
bike, bus, and subway have their advantages and challenges in various weather conditions 
and terrains. As a general rule of thumb for this therapist, the traveling instruments 
should be durable and easily replaceable, meaning they are affordable and available to 
replace in case of damage. While traveling by foot and via public transportation, a 
shopping cart can usually host a keyboard, a folding music stand, a few frame drums or a 
small djembe, sheet music, and some hand percussion; it is relatively easy to provide a 
cover during rain. Carrying instruments in a backpack makes moving by foot faster, 
although the weight and carrying capacity puts a limit on how many instruments one can 
carry. Traveling by bike was limited to the guitar and a traveling case with some light 
hand percussion and sheet music stuffed inside the gig bag. For homebound clients 
residing in high-rise buildings, the number of floors and the height of stairs can determine 
how many instruments one can carry into the residence. The space in the client’s 
residence can also determine whether a bulky instrument can be brought into the space or 
not. As a general courtesy, it can be helpful for the therapist to phone the clients and 
caregivers ahead of time to inform them of the instruments and the space needed to host 
the instruments during the assessment. To ensure infection control and prevent spreading 
of disease, carrying disposable sanitary wipes or hand sanitizer and generously wiping 
before and after each use is highly recommended by this therapist, as well as hand-
washing before and after the session. 
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Musical Improvisation 
This writer found musical improvisation with instruments to be the most versatile 
way of assessing the client during the first visit, due to the nature of musical element. 
Having an instrument to engage in music making can be less threatening than singing or 
using one’s body as percussion. Whether using a twelve-bar blues form or drumming 
over a steady macro beat, the client can reveal their personal tempo, ability to engage in 
interpersonal rhythm, understanding of verbal directives, the feedback loop between 
hearing and producing sounds, the emotionality, hand eye coordination, gross and fine 
motor abilities, and creativity, just to name a few. For this therapist, keyboard 
improvisation using all white keys or all black keys are the preferred method as the 
structure is clear and allow degrees of freedom to explore. For all white keys, the 
therapist may provide a Dorian duple accompaniment while asking the client to create 
sounds that are pleasing to the ears for the purpose of relaxation and regulating breathing. 
Depending on the client’s playing, the ways the accompaniment is structured (such as 
pizzicato or sustained note), or the dynamics can create change of energy and mood, and 
the client’s response can indicate a level of awareness and the ability to adapt. 
Improvisation on black keys can be more structured than white keys and may require a 
higher physical and cognitive ability from the client, per this therapist’s experience. 
Black keys also create pentatonic melodies and may generate association with oriental or 
minority cultures.  
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Rhythm-Based Interventions 
It is this therapist’s opinion that using the drum machine on the keyboard to 
structure a rhythm improvisation can be a task for high functioning clients, but should be 
avoided during assessment unless the client is referred for movement disorder such as 
Parkinson’s. For this therapist, the importance of rhythmic improvisation is the 
interpersonal, dialogic rhythm with which the client demonstrates his or her ability to 
relate to the therapist’s rhythm and entrain for the duration of the improvisation. Rhythm 
improvisation can be clapping, tapping on the lap, tapping the fingers, hitting the 
tambourine to the macro beat, drumming, walking to the beat, balancing side to side, or 
moving in time. This therapist has found rhythm improvisation to be helpful for patients 
referred for medical rehabilitation, as rhythm, tempo, and beat create space for weight 
shifting, gait, and structure for repetition. A precaution to using rhythm improvisation lies 
in its entrainment with heartbeat and breathing, and if tempo is too fast, the client may 
experience increased heart rate and decline to proceed. 
Pre-Composed Songs and Familiar Songs 
The language aspect of the songs exists in the lyrics, and language can be as 
dominant as the melodies of the songs. For most of us, our choice of music and favorite 
songs can be deeply personal and emotional. Using pre-composed songs can be useful in 
retrieving long-term memories and reminiscence. For persons with aphasia, remembering 
the melodies or the lyrics can help them to build confidence and maintain interest in the 
repetition of words. However, most of these songs are dormant in memory and require 
situational activation that can trigger emotion. This therapist has witnessed unwanted 
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crying from an immigrant client due to triggering memories of songs from his country, 
which he was banned from visiting his entire life. This situation created an 
embarrassment for the client during that interaction.  
Active Versus Receptive Approaches  
When consideration is given to client participation, receptive can be passive and 
more enticing than active means. Often considered as an active technique due to physical 
participation, singing can be structured by different degrees of freedom; it can be as 
direct as asking the client to sing a familiar tune such as “Happy Birthday” with the 
therapist while leaving out some words for assessment of automatic and long-term 
memory. Singing can be a challenge for those with pulmonary disease or breathing 
difficulties, and the clinician may encounter resistance and refusals to participate if 
clients are not accustomed to using their voices for singing. Music listening and music-
prompted reminiscence are receptive and passive techniques can be hard to assess due to 
these techniques reliance on the client’s verbal feedback. For non-verbal clients, the 
observation of facial expressions, subtle gesture, and body language can be hard to detect 
during assessment due to unfamiliarity with the client. 
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